MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Ttem CERTIFICATE OF DEATH 06673 


Reg. Dist. No. 
1. PLACE OF DEAS 2 usual RESIDENCE (Where deceased lived. If institution: Residence before admission) 
peolf 


ow 


o. COUNTY MARYLAND. b. COUNTY 


b. ay OR TOWN (if canes corporote limits, write | ¢, LENGTH OF STAY IN Ib. c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest! town) 


ghee ‘Be rere (Bs eae 


a. NAME ( OF Rone (lf roti in hospital, give street Eacnt)) d. STREET ADDRESS: e. IS RESIDENCE 
OR INSTITUTION 4 . Se, / ON A FARM? 


ves(] now 


the funeral director, 
shauld be filed with 


* 


an! 


i a Middle DA Month Day Yeor 
(Type or print) : ALR TM Ades . “¥ “UnMe 6) 19S SS 


5. SEX, %. COLOR OR RACE | 7. 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
JY, y/ fox] ily Min. 
VALE ~€- |wivowen fx] g ee 


TOs. USUAL OCCUPATION (Give = of work done] 10b. KIND OF BUSINESS OR INDYSPRY | 11. 9 12. CITIZEN OF WHAT COUNTRY? 
during eopst of working lie, even if retired) UL 
c 
vase 


i R, A 
14, MOTHER'S MAfDEN NAME 
Mhky lt Martha Ellen Armacost 
eae abet ee A ic Se 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Mn Nowe Were RPolewdt-Sreup - AbpupsfEan aL 


| ]18. CAUSE OF DEATH [Enter only one couse per line for (0},,{b). ond Ss) INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ! ONSET AND DEATH 
. IMMEDIATE CAUSE (0! 2 


Us / DUE TO See - 
Conditions, if any. which “i wt eo SC: en a és pee’ See 


gove rite to immediote 

couse (0), stoting the ynder. ( OVE TO 

lying couse lost. {c) 
Pant ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)[19. WAS AUTOPSY 


RFORMED?, 
YES O xo] 
20a. ACCIDENT WAS UNDERLYING-)— | 206. DESCRIBE HOW Re euauuny OCCURRED. (Enter nature of injury in Port 1 or Port Il of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH — 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
[20c. TIME OF INJURY Month, iat e Yeor | 20d. INJURY OCCURRED 208. PLACE OF INJURY (Home, form, {20F. (City oF town) {County) (Stote) 
Hour a. 5, While Not whil a factory, street, office street, offieaibidg,, Gal — — 
p.m. lot work JO work = owe 


21. U certify,that | attended the deceased mt) oe Oe GS toads res 1 ESthat | last saw the deceased 
alive on's Lafh ts aa wl Z., and thet death occurred at__</__M, from the causes and on the date stated above. 


Se ee Ae a 6 SH a gi 


mie iad Be Bush padpstena We _. 
Flo. BURA CREMATION, | Ze. DATE THEREOF] 22. NAWE OF CEMETERY OR CREMATORY 72d. LOCATION [City, town, of county) Sto} 
eer eral Lart 2 pula oo Wy 
DIRECTOR'S SI kta, We baa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Ol ie 


x 


Pages 1 


death. 


Then please remave carban papers. 


the reglstrar priar ta burial, crematian, ar remaval, and in any event within 72 ha 


| ar attending physician. 
ECTOR: After this certificate has been signed by the attending physician and completely filled i 


MEDICAL CERTIFICATION 


by the haspi 


te 
page 3 shavid be detached far use as the burial-transit permit. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ' 
6683 CERTIFICATE OF DEATH sea om nb ooed 
2. USUAL RESIDENCE {Where deceased lived. If institution: Mdence before odmission) 
marviano || °° SY b. COUNTY 


DE 
GY, OR FOWN (If ounide corporate Timits, write | ¢, LENGTH ew STAYIN 1b |] c. CIDLOR TOWN UF ounide corporate limit, write RURAL ond give nearest fown) 
RAL g y 
S AL, teu de<Le’g 
ye OF HOSPITAL f = in hospital, give el ape) . STREET ADDRESS e. 1S RESIDENCE 
yy STITUTIG 2 ON A FARM? 
A g JOstLl Ki a AD a(s 0 xoO 


First "Re lost 4. DATE Month 


3. Year 
DECEASED — OF 
(Type or print) EL Li Ea. ET at 9 NMA g K | peatH JUNE 56 1~8 
(PF bs Hy RACE | 7. ross NEVER wid oO 8. FATESOF BIRTH £ aoe {In aay IF UNDER 1 YEAR) IF UNDER 24 H) 
" Months] Days Hi MM 
re Te wioowe J-—“bvorceo AL, Z/. / g (a) “y rim | ieee, 
10a. USyAp OCC rare ork done a KIND, ay BUSINESS OF INDUSTRY IT. “~e IACE (Stote or foreign eguniry) 12. CITIZEN OF WHAT COUNTRY? 
ng Koti vas Pa 9 ora 
Ba TR. 
ee aay, vr sig Se $ ye NAME 
5 eed LL Jy. 


4 
1S. WAS DECEASED ver * i Sy tee 2 Lebron 16, =P SECURITY NO. i a 4 
Pee iene fe ors Vi pp, 
1B : 3 d (Luts | - 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (¢).} INTERVAL BETWEEN. 


PART {. DEATH WAS CAUSED BY: ERTENSIVE CARD GvascunaR DISEASE with ONSET AND DEATH 


IMMEDIATE CAUSE (0) 
nf i ay 
Conditions, if ony, which 
gove rise lo immediote 
cose (0), stating the under- 
lying couse lost. 
oe 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1fo) 19. Mle ese 
'ERFORME! 
yes] no ( 


200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port | or Port I of item 18.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Sn 7 arr eer ee 
20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY [Home, gett ie {City or town) {County) {State} 
Hour 0. m. While _ Not while foctory, street, office bidg., et. 
p.m. 19 fot work [] of work [1] " 


21. | certify 36 leet the On poeeer, LADY, B10 . 9X that 1 last saw the deceased 


olive on___20 4 ne _.. 1 , ond thot death occurred ot LOS: AMe rom the causes ond an the date stoted obove. 
ADDRESS (Street, city or town, stote} DATE SIGNED 


Liberty Road at Eldersburg6.26. 
“1958 


should be filed with 


the funeral 


@ 
arty? 


i papers. Pages } 
jleath 
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pot 


that the death certificate be executed within 24 haurs after death. Page 4 
Then please remave 


quires 
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d by the hospital or attending physician. 


® 


page 3 shauld be detached for use as the burial-transit permit. 


PHYSICIAN'S 5 
popes foe Wis. H, Lawson, Jr. M, D. 
fi ban AM gD Sa VL, 
ly ae 2do. REC'D 8Y REGISTRAR ‘ab. at Ss oom 
Pho StS CLEMENS DATE N30 ‘58 A 


the registrar prior ta burial, crematian, ar removal, and in ony event within 72 hayfs ofter 


TO HOSPITALOR ATTENDING PHYSICIAN: The low re 
moy ber 


TO FUNER 


1 


FOR STATE 
PT. 


HEALTH 


Page 


for your Files. 
leard af Health, 


director. 


a 


HRECTOR: Page 3 shauld be used as o burial-transit permit. Fite peges 1 and 2 with the Sta 


2, and 3 to the fun: 
or its designated agent, priar ta burial, cremation, ar removal, ond in ony event within 72 hauts ofter death. 


‘in pencil in [tem 18. Give Peges 1, 
i Office alang with farm PM3. Page 5 may be reto 


miner's 


artificote, writing the ward ‘pending’ 
warded ta the Chief Medical Exa 


id 


4 should 
TO FUNER 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 haurs ofter death. 1f any delay is necessary. please 
execute 


\ 


V, 


‘ 


4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6684 a te EXAMINER’S CERTIFICATE OF DEATH fsa wd) }6675 


1, PLACE OF DEATH 


_ CO 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) e 
. COUNTY ©. STATE b. COUNTY 
Carroll MARYLAND Maryland Carroll 4 
b. city OR TOWN, C=” corporate limits, write RURAL ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside carporole limits, write RURAL ond give nearest town) 
rite newel eh 
Sykesville MOS» Idays: A Westminster ~! aS 
d. NAME OF HOSPITAL OR INSTITUTION (if nat in hospital, give street address) |. STREET ADDRESS i Pde ality 
|. “Spramgiaeld Hoopitel. = RS NO 
3. NAME OF First Middle Lost 4. DATE Month Day Year 
DECEASED OF 
{Type or print) Ruthanna Margaret Bemiller =| om 12, 19 58 


ii SEX 6. COLOR OR RACE |7- MARRIED [] NEVER MARRIED [318 OATE OF BIRTH YF AGE, a IEUNDER neat IF UNDER 24 HRS. 
S, vcd ad aes Min. 
Female | White wiooweo[]__ovorceoO) | October 15, 190 ( Se : 


11. BIRTHPLACE (State or foreign country) 


V2. ied OF WHAT el 


10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INOUSTRY 
ing most of working lite, even if retired) 


anemaker - = Marylend | US Ae 2 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
John Bemiller Eliza Willet 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT _ 
{Ye 90, e” unknown) {IF yet, give wor or dares of service) 
No | - I _-: Springfield Hospit 4 


Pinte: TWEEN 
ONSET AND DEATH 


Bet days 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond {c).) 
TART | DEATH MCOIATE caust fo) ___BPonchopneumonia 
70 bf 7 DUE TO 
Conditions, if, any, = «Infected pressure sores upper right arm & chest | Weeks 


gove rise to immediate coure 
{o), stating the undertying 
cause fast, o>: a 


DUE TO 


__Dislecation & fracture, right humerus 4 months 


PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)]19, WAS AUTOPSY 

Involutioal psychotic reaction. .-., ore, 
3 é x ves] nox 
E le 200, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port {or Part Il af item 18) 

PRIMARY CO} or CONTRIBUTING BZ 
& | CAUSE OF DEATH. Unknown 
3 [a0c. TIME OF INJURY Month, Doy, Yeor _ [20d. INJURY OCCURRED 260. fst OF INJURY aoa fon 17 120F. (Cily or town) (County) (Slole) 
Fad jour / Whit Not whil ey ice etc.) j 
8] urilktiogt — 2/k 058 [aoa ora On pital ' Sykesville Carroll Md. 


21. U certify thot | took chorge of the remoins described aan held on Autopsy [_], Inspection FE], Inquiry PY, and in my 
opinion degth rdsulted from: Noturel couses FE], Accident sd splciss Oo. Homicide [], Undetermined monner [] 


tS eee 4h pb yo Ate MEDICAL EXAMINER [7] eu Tac) 


‘ ASSISTANT MEDICAL EXAMINER o 
| Nast (typ __James T, Marsh, M.D. DEPUTY MEDICALEXAMINER] _/r2/5 58 


Fe: 0 Tear Eisen IZ DATE THEREOF ‘| Z2e. NAME ay, nan ‘OR CREMATORY 72d. AOCATION (City_-sqwn, or counly) (State) ; 
MOYAL (Sppriy i 

ia EU TW, 6f4/, USE Cerne We Set Pref: 

Ve han DIRECTOR'S YGMATURE oun . REC'D BY REGISTRAR . 


DATE SUK 1 3 *38 . 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


6685 ~°° CERTIFICATE OF DEATH “os om ull 0876 


4 eg. Dist. No. 
2) 1. PLACE OF a 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission} 


co. COUNTY o. STATI oe * b. COUNTY 
Drvol/ MARYLAND Bart sv/ ia re. or 
b. CITY OR TOWN (tt putes cab a limits, write c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [IPoutside corporote limits, write RURML ond give nearest lown) 4 


LiMo PICO CAn- 72 k= 


L412 

d. NAME OF HOSPITAL, FE rat in hospital, give street oddress) d. STREET ADDRESS. e. IS RESIDENCE 
SST TEGNS 6, Ke ON A FARM? 

ya) Hef Lith Ke 14 Lr Fie. KA ves 1] Nowy 


| NAME Of Middle Los 4 DATE Month Day 
(Type of print) Fr BS exile SeaTH CMe Be 90S 


S. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [7] | 8. DATE OF BIRTH 9%. pina IF UNDER 1 YEAR] iF UNDER 24 HRS. 
gal, Sithdoy) Min. 
Ceimale |W JE \woowop  worco |Mank 24 /82S7| EPS*n, [mm] Or | Fon] 


(Qo. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreig: asia) 12. CITIZEN OF WHAT COUNTRY? 
during most of working li ee if retired) 5 


Ouse W. pe mer (44 We 


Beg) 15 FATHER'S NAME Ta MOTHER'S MAIDEN NAME 
cel Hi by Fb Mary E. Michael 


sien U.S. Mapai ‘4 1. eer SECURITY NO. |17. INFORMANT Address 
Hela Pats sai E 
YD oh of- C Vesa xle Cr Monti CPR. 


18. CAUSE OF DEATH [Enter only one cavte per line for (0), (b). ond oe INTERVAL BETWEEN 


PART 1. DEATH WAS CAUSED BY: ONSET ged DEATH 
Ly r IMMEDIATE CAUSE {0} Fat 


OUE To 
Conditions, if ony, which , aie tie 


goye rise to immediote 
co¥ie (0), stoting the under. ( OVE to 
lying couse lost. {o). 

Parl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
ves] nope 


ol 


the funeral directar, 
should be filed 


+ 


Ned 


Pages 3 


leath. 


Then please remave carban papers. 


— 


20a. ACCIDENT WA: PERE ING TE 20b, vases 3 HOW INJURY OS CURRER: Enter nature of injury in Port | or Port Il of item 18. 
OR CONTRIBUT TING ER CAUSE ' ay ‘ J 


(IF EITHER, NOTEY MEDICAL EXAMINER), Tie 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20F, (City or town) (County) (tote) 
Hour 0. m. While _ Not while fecer ttt Guceey hag — —_-  —____ 
p.m. W lot work Ro! work > 


21. | certify phat | attended the deceased from. Ya 3 wl, toss JM CVE. Je, 19@ hat | last saw the deceased 
vm - 
hot death occurred at 7/744_M, from the causes and an the date stated abave. 


fsa. Seek ey, 'E SIGNED 


sufi Joh 
Zo. ey piety) 
9 peci 
= (L/D a f Reukt 
Bag! SCA eed owes 


After this certificate hos been signed by the attending physicion and completely 
MEDICAL CERTIFICATION 


d by the hospital or attending physician. 


» 


page 3 showid be detached for use as the buria!-transit permit. 


ECTOR: 


the registrar prior ta burial, crematian, or removal, and in any event within 72 haurs of 


moy be 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6686 CERTIFICATE OF DEATH 


1 


G57 7. 


ia . Reg. Dist. No. 
3 = uw NS eee ps eau ae slate (Where deceased lived. If institution: Residence before admission) 
35 e 3. b. COUNTY 
38 Carroll MARYLAND Maryland Montgomery 
° 3 b. Ce {lf ous CL limits, write | c. LENGTH OF STAY iN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} , 
§ cad sels seta j raz Vv 
32 Henryton 2 days Rockville / 
i 4 x d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 
oa OR INSTITUTION ‘ON A FARM? 
€é : Henryton State Hospital Stone Street, Lincoln Park | 50 nom 
3. NAME OF j i 4. DA \ 
DECEASED | Fiat Middle lost Date Month Day Year 
{Type or print) Janes Brunner DEATH dune 2. 19458 


Pages 1 


5, Sex 6 COLOR OR RACE |7. MARRIED ff] NEVER MARRIED [] |® OATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
4 tos birthdoy) | Months | Days Min, 
Male Ne wiooweo [] ovorceo(] | March ly 1913 YS ys. 


Wo, USUAL OCCUPATION (Give kind of work me KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
) Laborer Unknown Leesburg, Virginia USA 


13. FATHER'S NAME 


Jim Brunner 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


Yes, 90. oF unknown) UE yes, give wor or dates of service) 
No Unknown 


18. CAUSE OF DEATH [Enter anly one couse per line for (0). (b). and (c}-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: 
: IMMEDIATE CAUSE (o)_ Carcinoma of Pharynx and Larynx 


14. MOTHER'S MAIDEN NAME 


Celia Nickens 
17. INFORPAANT Address 


James Brunner - Patient 


Then please remove corban papers. 


ned by the attending physicion and completely filled 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 hours offer deoth: Page 4 


£ 
3 
8 
7 
a 
so 
5 
° 
2 
g 
< 
£ 
¥ 
3 
s 
s / ; DUE TO 
5 / 5 
eT Conditions, if ony, which _Far_advanced pulmonary tuberculosis 
Se gove rise ta immediate mete 
s coure (0), stating the under: 
e - oO lying cause lost. (c). 
ores le dyingudcuyestostt 
eess 3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}]19. WAS AUTOPSY 
> Q 
= < é 
a6.096 S - =. ves—] Not] 
S75 5 = [200. ACCIDENT WAS UNDERLYING £]_[20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
¢ oe = ~ 
Bes = | OR CONTRIBUTING LD) CAUSE OF DEATH > 
Sues G | (iF ETHER, NOTIFY MEDICAL EXAMINER} 
3 585 & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
b.2es 6 Hour a.m, While Not while ery. ee eee is ee.) 
= 25 5 g pm. W ot work [[] of work [J y 
£. 
eyes ; 
2 35— 21. | certify that | attended the deceased from__ADTi1 21, 1958, to___: dune 2 ___, 19.55 thot | last saw the deceased 
os EY 
2 2 : 
eg 3 5 alive on___Jl i) ae 12.58... ond that death occurred otlO2h5 Am, fram the causes and an the date stated abave. 
= O36 io by B ADORESS (Street, city or town, state) DATE SIGNED 
aie ACTUAL a 
seas Stes cc LE an Ek wo.......tenryton, Maryland | e=e=585 
co / 
5 PHYSICIAN'S 
€ & NAME (Type! Supte __. Henryton State Hospital 
BEo > 720. BURIAL, CREMATION, | 22b. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY 22d. LQGATION (Cipy) town, or cqunty) (Store) 
2 Be Mee? | G- §-S : (ak och actle wed 
Eo as A A if =? dan ad 1 a a cae Ref as 
= 23, FUNERAL DIREGTOR'S SIGNATURE ADDRESS \ y 2da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATORE 
Vs A15 (4) VE , VA ? y 
15M 10/57 d 1A I fe ALO bigjoe 


SLs SVT 


a MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6687 CERTIFICATE OF DEATH a 


™ 1 eee 
©. COUNTY 4 
ppp 
8 CAA oL4 MARYLAND 


=i 


pia. 607 8 


ution: Residence before admission) 


TY Cf fk , Z ve 


with 


iTed « 
(= 


2. USUAL RESIDENCE (Where deceased lived. If 


0. STATE ¥ me 
Lh Lp hb °° 


the funeral director, 


g b. CITY OR TOWN (If outside corporote fimits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporole limits, write RURAL ond give nearest town) 
RURAL and give nearest town) 8 a 
2 dD WINDSO h ELAS WK e Ui \Se 
2 “= ‘d. NAME OF HOSPITAL (If not in hospitol, give street oddress| , a. STREET ADDRESS fe. 1S RESIDENCE 
oye rf OR INSTITUTIO f ; ON A FARM? | 
€ HuRCy _€ CHYRC BF ST ves [] NO 


3. NAME OF First Middle Low 4. DATE Month Day 


; Boe Cok, BELLE Bick eHamy %om — SoyE 26 WS 


I 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [7] |8. DATE OF BIRTH %. AGE IIa years IF UNDER 1 VEAR]IF UNDER 24 HRS. 
I~ » Jost barthdoy| Min, 
F mown eco [pay 3 - ge | “steel ony 


100. USUAL OCCUPATION (Gi ind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) me Q 
. M7  P 2) 
Quy 6 W NM ERVLEWL “ae 


f 
ra if 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

LEV/ WINTERS GY Gli FLLETI~ 
eee ee deve. |W s YP G 
uaa sae ai SS 

Mp WON E wa SUCH G blT A WLM OSE 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c)-] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: Z ONSET UUSEEATE 
: , IMMEDIATE CAUSE (0) 


4-2 6 DUE TO 


i) 


in 24 hours after death: Page 4 


Pages | 


Then please remave carbon papers. 


the registrar priar to buriol, crematian, ar remaval, and in any event within 72 hours ofter death. 


Conditions, if any, which 1 
gove rise to immediote 
couse (0), stoting the under- OUE TO 


lying couse lost. « 


RECTOR: After this certificate has been signed by the attending physicion ond completely 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed wi 


E 
é 
ees 
Sys é Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
tof 4 fe 
£33 s\s ves] Not] 
a > © 1200. ACCIDENT WAS UNDERLYING (] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
a 
ha & ] OR CONTRIBUTING C1 CAUSE OF DEATH 
egg © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
s a 
ots & [2c TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20f. (Cily or town) (Count (Storey 
Y k 4 i 1) 
3.%8 3 Hour a. 7. While Not while factory, street, office bldg., etc.) 
Teas = Pom. 19 lot work [] ot work J ‘ 
& S - 
nes 21. | certify thot,| atten ly deceased from..Le4-, 20,956, 10... 2SALZ(TY19____ that t last saw the deceased 
2 a 
2 3 ative on. Go!) ad [Ss oa og VOSS te oe and that death occurred at. :4f © MA from the causes and on the date stated above. 
203 < é ADORESS (Street. city or town, stote) ATE SIGNED 
a ACTUAL s¥ 
7 1£., Ts wo, end Mire cht... 2N chi. lel2 lel 3 
2 
3 PHYSICIAN'S. F fo wo, 
oe NAME (typ) /'7 E__/P RIS¢W ida Sor: i i hy 
£2° Fe. RAL CeeTON ‘Zp. DATE THEREOF ‘ic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stotey 
mS. REMO : = 
ree BOR. |CfAgG/SE | PIPE CREEL Ritl. £0 
- . FUNE (a 7 Aap 7) daa. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNAT 
Yah f 2 ft; pate SUN 30 ‘58 LS eg Aart 


= MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 re 67 9 
: CERTIFICATE OF DEATH NoOtd . 


coll 


ts HERR Reg. Dist. No. 
3 5 W ee (ee Meade a. Ragheb {Where deceased lived. If institutian: Residence befare admission) 
© o. Cou! o b. COUNTY 
5 3 MARYLAND: Ma. 
Be M b. CITY OR TOWN {IE outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If cutside corporate limits, write RURAL ond give nearest town) 
52 RURAL ond gi ae town) 2, 
52 ““idersburg Baltimore 2'¥oee & 
= 2 d. NAME OF HOSPITAL {If nat in haspital, give street address) d. STREET ADDRESS. @. 1S RESIDENCE 
=o ‘/a) OR uc é i ‘ i ON A FARM? 
& srand View Nursing Home Formerly of 2053 Kennedy Ave. ves [} NOC] 
7 3. bist = First Middle Last 4, bag Month ODay Yeor 
(Type or print HELEN VIOLA CADWALLADER DEATH June 8) 19 58 
5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED ([] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER I YEAR] IF UNDER 24 HRS. 
lost birthday) [Months] Days | Hours] Min, 
ae whi tel Wieowen 8 DivorceoL] | Auge l 1878 79 yn. 
10a. USUAL OCCUPATION (Give kind of work dane} 10b, KIND OF BUSINESS OR INDUSTRY {11, BIRTHPLACE (Stote aor foreign country) 12, CITIZEN OF WHAT COUNTRY? 
etl of working life, even if retired) 
Retired Housewife at home Md. 
\ 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


~of 


} Samuel King - Warner 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT Address 
(fer, no. oF unknown) (It yen, give wor of dates of service) 4 
no Mr, Edgar C, Cadwallader-l018 Loch Raven Blvd. 


1B. CAUSE OF DEATH [Enter only one cause per line for (a), (b), ond th} INTERVAL BETWEEN 


ONSET AND DEATH 
PART I DEATH MeDIATE-CaUse fo. Adenocarcinoma of Hladder 
i: wens 
Couditions, ‘Pony uenieh . arteriosclerotic cardiovascular disease 
gaye cise lo immediate 


co¥se {a}, stating the under. ( DUE TO senility 


lying couse lost. te 


Then please remave carban papers. Pages | 


the registrar priar to burial, crematian, ar remaval, and in ony event within 72 hours ofter death. 


10 


RECTOR: Aiter this certificate hos been signed by the attending physician ond completely filled 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death. Page 4 


¢ 
& 

55 

its 

285 = Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
pos = 

0800 s yes] Not 
ago i) 

Poe = | 200. ACCIDENT WAS UNDERLYING C] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port 1 ar Port Il of item 1B.) 

aoe & [OR CONTRIBUTING C1 CAUSE OF DEATH 

Eee © | UF EITHER, NOTIFY MEDICAL EXAMINER) 

2 2 

bg 8 & |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Slate) 
3.28 a Hour a.m. White Not while factory. street, office bldg., etc.) } 

se: = p.m. 19 fot work [J ot work [J , 

een 

oso 21. | certify that | attended the deceased from,._..1957_. , 19___., to_20_sTune._.... , 1955. _,that | last saw the deceased 
222 9 5 8 

28 olive on 224, ST ff 1229. 7-1 and that death occurred otl2.203_ AM, from the causes and on the date stated above. 
= 3 ADDRESS (Sireet, city or tawn, state) DATE SIGNED 
a AL 

pes SIGNATUR 2 mo. ........_ Liberty Boed at. Eldersburg ....6.20.58_. 
¢ ee 

eS PHYSICIAN'S 7 

e y NAME (type) Wile He Lawson, Jey MeDe ss S ykesville P.O. Marylend 
3 3 2 Neo, pune SrEMATON. Wb. DATE THEREOF - | 2c. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, tawn, ar county) {Stote) 

~S peci 

be F Bua! 6/23/58 Parkwood Cem. Balto., Md. 

2 {) ]23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘2ho, REC'D BY REGISTRAR . REGISTRAR'S SIGNATURE 
‘ Pe ree" Cpe 

SSI) \{ WM. J. TICKNER & SONS - Balto, 17, Md. (Vb oarbUN te Rah dhoth 


1 MARYLAND STATE DEPARTMENT OF HEALTH—-BALTIMORE, 18 0665 ") 


q 2/11/5 
Teens 2, 8 & 9, Film G23], CeatiFicATe OF DEATH oe 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution; Redence before odmissian} 
9. COUNTY tare . STATE 6. COUNTY 


c. LENGTH OF STAY IN Ib 


° 
Maryland 
c. CITY OR TOWN (If outside corporale limits, wrile RURAL ond give neares! lawn} Vv 

Baltimore City Vo ple 

‘ d. STREET ADDRESS l2 E. Mt a Royal Ave - e. eaten § 

b/ Grant Place, /N AES /- no, | 0 NOK) 


a a a ce ere ee hn eet 


BPro 
b. CITY OR TOWN [if ovtside corporate limils, write 
RURAL ond give neares! town) 
esville Omo 6daye 


‘d. NAME OF HOSPITAL (If not in hospital, give street oddress) 
OR INSTITUTION hh years 


mor 


r 


Ihe Funeral director 


‘ 


HeUId be filed wit! 


~ 
Pa 

a 
e 
£ 
ra 

8 
7. 
= 
‘oS 

> 

Fy 

aif J 3. NAME OF Middl Lost 4. DATE Me Ye 

ae or DECEASED. ay OF one cit ai 
Seg (Type oF prin Bessie Cannon orm June 19 58 
es Ss 5. SEX 6. COLOR OR RACE }7. MARRIED [] NEVER MARRIED JK] | 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER | YEAR] IF UNOER 24 HRS. _ 
ee a log birthday) [Months] Doys Min 
Be Female White winowe [] pivorceo [J 4/10/ 9m 
2 4 a " 1a, USUAL OCCUPATION (Give kind of work done! 10. KIND OF BUSINESS OR INDU: VT. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 £ 

g 82s during most of working life, even if retired) 

fo ved Housework Maryland U. 
2S ~ 8 s 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

o o8e - 
& Be Charles Kind Cannon Charlotte Elizabeth Penz 
2 - % 2 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFORMANT Address 
$ a aS ‘er unknown) Ut yes, give wor or dates of rervice} es Pa 1a s 
ie ao © - = springfield State Hospit, 

= 
ic ese 
°° i. § os 18. CAUSE OF DEATH [Enter only one cause per line far (a), (b}, and (ch-] INTERVAL BETWEEN 
> £45 PART I. DEATH WAS CAUSED BY: Spee END «DEATH 
2 ose : IMMEDIATE CAUSE (0) Obstructive Jaundice 
3 zee ( DUE TO 
£ Ba» Genan iow tunymenics Carcinoma of the head of the pancre 
€ Y: (by. 

S RES gove rise to immediote [0 
4 c g& < i a 

5 BE. couse (0), stoting the under. . 

ei Sa =? lying couse last. tc). 

esc% ee eee 

32 35° a Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 
‘oe ee fe) ann aeniiene aor PERFORMED?, 
= =o rs 
2 a8 3 8 3 yes] No 
edCaeeat S = | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port tl of item 18. 
esiz. «= |B pamarmenv acer cae * 
z$u=* = : 
4 Sues & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED — [20e. PLACE OF INJURY iHome, form, | 20F. (Cily or town) {County} (State) 
S52 e3 rt Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
Z32 ie 3 = p.m. 19 fot work [J ot work [J ee P 
24a,e5 1 
Zz 32 Bs 21, | certify that | attended the deceased from_10/20_ 19._Sh, to___6425________. . 1929 __,that | last saw the deceased 
$< ei % - alive onl 6f9G 1 22_,-, and that death occurred ail23008’ m, fram the causes and an the date stated above. 
E o ° 3 4 ADORESS (Street, city or town, stote) DATE SIGNED 
<26 ou ACTUAL te Le N 
ae 85 SIGNATURE & mo. Jue 30,1958 Springfield State Hospital 

mo 

a 8 PHYSICIAN'S 
< . 2 NAME 
= Nee (yee Edmund Imethaus, M.D. Sykesville, Maryland. 
ras = 6 
Fa BE°° 7lo. DUDLAAeORESAmON, | 221, DAT THEREOF ‘TAs/NAME OF CEMETERY OR CREMATORY Zd. LOCATION (City, town, or county) (tote) 
2e285 REMOVAL (Specify) f 4 i ohne ve Ee, F 3 
oFfoet He ‘ Aa aa ¢ re ie 
e i 23. FUNERAL DIRECTOR'S SIGNATWRE ADDRESS 240. oR" IST RAR, 24. [REGIST R, R'S SIGNATURE, 

VS AIS (4) = < 


15M 10/57 DATE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


al 
of \ 
wT 


C6684 € 


AE P ude 4 Reg. Dist. No. 
3 = 1, PLACE OF Tet) 2: USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
2 ad o b. COUNTY 
=! Carroll Santee Maryland Balto, Gity 
° M b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
52 Sykesville” Smos »23day: Baltim 
ez MOS 9 2 s a ore OFX. 2 
z 3 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS. <meae e. IS RESIDENCE 
is ee f & OR INSTITUTION ON A FARM? 
SS 4 Springfield State Hospital 2 oad ves (] no 
—_—o 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
- EI 
Be fv Harry Venton _- CLAYTON Beams J 1 
23 f ‘une 
=e 6. COLOR OR RACE |7. maRRieD L] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (in yoo IF UNDER 1 YEAR] IF UNDER 24 HRS. 
2 Min, 
3. Male White —|woowmp} _oworceoQ | October 4, 1877 80. ee ee 
= 10a, USUAL OCCUPATION (Give kind ‘of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
z j 5 ae most a0 sting life, even if retired) 
5 I |\Stone cutter - Maryland U.S sks 
2 173. FATHER'S NAME oa 14. MOTHER'S MAIDEN NAME 
°o — 
Unimemn JAMES eis La on|  Unkeoun- Ak Devel 
Q 15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY, . | 17. INFORMANT Address 
€ (Ye. | unknown) {IF yen, give wor or dates of service) 
2 Cy = 213-100-3419] Springfield Hospital Records 
8 18. CAUSE OF DEATH [Enter only one couse per line for {0}, {b). ond (c).] INTERVAL BETWEEN. 
a PART |, DEATH WAS CAUSED BY: Oe gee No DEATH 
§ a = IMMEDIATE CAUSE o)__Bronchopneumonia 
= os DUE TO 


thal the deoth certificate be executed within 24 hours ofter death: Page 4 


Gove rise ta immediote 
couse (o}, stoting the under. ( DUETO 


Candticniiany! | »)__Severe interstitial pulmonary fibrosis 


certificate has been signed by the ottending physician ond com; 


|, Cremation, or removol, ond in ony event within 72 hours ofter death. 


Z I 
8c3 ave Pale (-Pneumocontosis. 
° a ee 
a 8 ra Pagy Il, OTHER ES T CONDIT! 5 CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vo} |19. WAS AUTOPSY 
el 4 {2 C.Be 7 ASSOC.W senite brain disease with psychotic reaction. Be tl 
ao. re) ‘1 
i 3 = 200, ACCIDENT WAS_UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port tl of item 1B.) 
3S a & OR CONTRIBUTING C] CAUSE OF DEATH 
£82 & [UE EITHER, NOTIFY MEDICAL EXAMINER) 
oes & ]20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20F, (City or town) (County) (Stote) 
oe 8 Hour 0. m. While Not while foctory, street, office bldg. etc.) | 
sz? = p.m. 19 ot work [J of work [J H 
EAS 
55 21. | certify thot | ottended the deceased from _Dece 20, _, 19.58., todune13, ___., 19.58.,thot | lost sow the deceased 
2.2 a + 
a8 3 olive on_June 12, 1258__, ond thot death accurred ot:O0A _M, from the couses and on the date stoted obave. 
° 3 a - ADDRESS (Street, city or town, stote} DATE SIGNED 
235 Seueta wlnt_<¢ Springfield Hospital 6/13/58. 
. a / —_—_—_— 
Ses nates Agustin delCampo, M.D. + Sykesville, Maryland 
aed BME (Type) MPO y Botte YY  __vykesvilie JS AD Ea re oo rs 
83> z2e/ CREMATION, | 22b. DATE THEREOF OPCEMETERY OR CREMATORY OF (City. 
EQ at &-/6-/ 4 OLATALT TI Ae w7 
- 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires 


23/F RS SIGNAT ADDR 7 cre : 7 

is Sialic y « ye / Vy), ‘ODI 240. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
VS AS (4} 5 Va ‘i (3, J Sik 
15M 10/57 ZL AVA ES 4 ( 52 i 


—_i 


663 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


06682 


Reg. Dist. mu 


se 

3 3 1, PLACE OF DEATH 2 Geeta coe (Where deceased lived. If institution: Residence before admission) a 

=? a “er MARYLAND be Lae So Be 

CE Mary Liang I SPany 

o Z b. CITY at TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give neores! town) 

3 RURAL ond give necres! town) ‘ 

$3 Sykesville 17_day umber land fe . : 

2 wy |. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS IS RESIDENCE 

mo 7 z aoe INSTITUTION, ON A FARM? 
€& pringfield State Hospits 503 N. Machania St, ves []_NO Ge 

=o 3. NAME OF First i 4 

Be DECEASED irs Middle lost = Month Doy Yeor 

a ee TD) Bessie Conner rely June 1958 

=e 5. SEX 6. COLOR OR RACE |7. MARRIED [} NEVER MARRIED [7] | & DATE OF BIRTH 9. AGE {in yeors IF UNDER | YEAR] IF UNDER 24 HRS. 

a pus Min 

2 Female | White [wow D Up knogni 0 68 om 

¢ Wa. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 

8 during most of working life, even if retired) 

R None 


13. FATHER'S NAME 


ian on 


rs after death. 


Unknown 


14. MOTHER'S MAIDEN NAME 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. 
It yes, give wor oF dotes of service} 


1 TYes, no. or unknown) 
- 


No = 


18. CAUSE OF DEATH [Enter only one couse per line for (0}, (b). ond (c)-] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0). 


Hypertensive arteriosclerotic heart disease 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carbon papers. 


te hos been signed by the attending physic! 


tf 


Oa 
© 
& 
S 

2 

2 
8 

73 
3 

a) 
So 
3 

eS 
= 
a 
od 
rs 
3 

2 
= 
é 
3 
2 
g 
s 
© 

a 

2 
3 
= 
£ 

4 
3 
° 

3 
° 

= 
3 

= 
e 

S 
co 
2 
3 

2 
© 

Ee 
Zz 
< 
2 
a 
> 
= 
a 
9° 
z 
ray 
<z 
ze 
e 
< 
a 

° 

= 

q 

= 
= 
a 
° 
=x 
fe] 
i 


VS ATS (4) 
1SM 10/57 


2 
FS 
i 
3 DUE TO 
a2 Conditions, if ony, which w_Generalized arteriosclerosis 
—S gove rite lo immediote 
gs couse (0), stoling the under. ( OVE TO 
e320 lying couse Jost. () 
§2e2 bing Core fost. 
Bese FA Pant I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1f9}[19. WAS AUTOPSY 
S0OF9 = 
a 22 & bron brain syndrome due Oo sen Yes) NO 
Poze & [200. ACCIDENT WAS UNDERLYING C] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
Boos & [OR CONTRIBUTING TL) CAUSE OF DEATH 
Bese © |(tF EITHER, NOTIFY MEDICAL EXAMINER} 
3 4 6s & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY [Home, form, 1208. (City or town) (County) (State) 
see 25 6 Hour F While Not while foctory, street, office bldg., sh ' 
si : 4 3 lot work [] of work 
age e ; 
e fys 21. | certify thot | attended the deceased from.___.6/9. _. 1958, 10.64; 1998 thot | last sow the deceased 
a ae 
ee 3 3 and that death occurred oth. 2M, from the causes and an the date stated above. 
= 4 3 5 ADDRESS (Street, city or town, state) DATE SIGNED 
2 rs 
235 nat Springfield State Hospital 6/26/58 
a 
g 8 PHYSICIAN'S 
oR 2 Ty) fae (yee)_Agustin delCampo, M.D, “~ Sykesville, Maryland packer 
23° 72a_QURIAL-CREMATTON, | 7b. DATE THEREOF AON Migs CRC a 
, (Stote) 

aS &* REMOVAL {Specify} 
ee 82 en 16122 SE 

os 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


Pda. REC REGISTRARS 
DATE a, 


‘2ab /REGISTRAR'S SIGNATURE 


1 


FOR STATE 
HEALTH DEPT. 


Page 


for your files. 


a 


File pages 1 and 2 with the Std 


negol director. 
lcard af 


urs after dea 


Pages 1, 2 and 3 ta the fu 


“s Office alang with form PM3. Page 5 may be rela; 


ge 3 shauld be used os a burial-transit permit. 


ive 


¢ removal, and in any event with} 


jiner 


ian, of 


rlificate, writing the ward “pending™ in pencil in Item 18. G' 
ar its designated agent, priar to burial, cremat 


cel 
toe to the Chief Medical Exam 


HRECTOR: Pa: 


execute t 
4 shoul: 
TO FUNE 


o 
é 
3 
a 
= 
5 
i 
z 
a 
d 
7 
= 
o 
£ 
3 
a 
2 
o 
3 
o 
« 
= 
Nn 
& 
4 
¥ 
3 
3 
: 
Hy 
3 
2 
3 
3 
cs 
2 
e 
& 
8 
z 
= 
& 
= 
= 
q 
bad 
Fed 
s 
<q 
¥ 
a 
‘3 
z 
> 
5 
2 
& 
a 
° 
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VS. AISME 
8M 2/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 66683 
GEQQMEDICAL EXAMINER’S CERTIFICATE OF DEATH Le ound 


_ PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
a. COUNTY 0. STATE b. COUNTY s 
C M, Balto.City 


t MARYLAND 
b. CITY OR TOWN tt eonide corporate lini, wite RURAL ¢. LENGTH OF STAY IN Ib lc. CITY OR TOWN (IE outside corporote timits, write RURAL ond give nearest town) L- 


‘ond give nearest town) 


Sykesville 8yrs e6mos 20d Baltimore BV Gy 


d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give slreet oddrets) | d. STREET ADDRESS @. IS RESIDENCE 


Springfield State Hospital 7 5508 Craig Aves ON A FARM? 


First i «DATE Month Day 
DEATH June 2h, 


: ae ee IFUNDER TYEAR| IF UNDER 24 HRS. 
: piel 
wivoweo[] —oworceo | July 16, 1888 69 |" en : 


100, USUAL eee ics, kind of work done 10. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
fs amy £ working life, even if retired) 
oltcitor Maryland U.S.Ae 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


John H, Hoffman Rachel Barnes 


MEDICAL CERTIFICATION: 


oO - 
18. CAUSE OF DEATH [Enter only ane couse per line for {o), (b), ond (c).) WNTEEAL BatwEN 
PART t, DEATH WAS CAUSED BY: 


" IMMEDIATE CAUSE (o) __ Bron chopneumonia _Days 

ee f DUE TO 

Condition, # anys. which w__Intertrochanteric fracture left femur weeks _ 
plus 


= . 


15. WAS DECEASED EVER IN U. $. ARMED. eee SOCIAL SECURITY NO. lb INFORMANT Address 


0 “ete, eee Springfield Hospital Records 


couse lot. 


PART U1. QTHER SIGNIFICANT Santi CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)/19, WAS AUTOPSY 
Schizophrenic, parano Sere tc PERFORMED? 
yess) noDt 


ita CaN NGO 20b. DESCRIBE HOW INJURY OCCURRED, (Enter notre ol injury in Port | or Fert tl of item 18.) 
Case OF DEAT ee Patient fell when getting up from chair. 


Boe. THE OF INJURY Month. Day. Yeor [20d. INJURY OCCURRED [70e. PLACE OF INJURY (Home, form. 1 20F. (City ot town) (County) (Stote) 
esis Fe /al/ 68 |i wists ospital “"! Sykesville Carroll Mde 
21. 1 certify that | taak charge af the remains described above, held an Autopsy [_], Inspection J, Inquiry 9, and in my 
“Jopinion death rpsted fram: Natural causes [RM]. Accident J, Suicide [J], Homicide (J, Undetermined manner [J] 


ACTUAL gf CHIEF MEDICAL EXAMINER [[] re a 


SIGNATURE 
ASSISTANT MEDICAL EXAMINER [} 
DEPUTY MEDICAL EXAMINER] 6/24/58 


- BURIAL, CREMATION, |22b. DATE THEREOF ===‘ 22c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) ~ {State) 


SRT AL ed 6-25-58 Loudon Park Cemetery Baltimore 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR ¥ rea 3G TURE 
William Cook, lnc. 1217 St.Paul Street padUN 26 ‘98 < at 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death: Page 4 


by the haspital or attending physician. 


ed 


bad 


may be ret 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 66 S4 
6693 CERTIFICATE OF DEATH bare te: - 


ome 


Ber Eee LT oar hes BEETS POE LES WICH Bey CHB ELE PERM ET OH oH)” Pech 
YES NO. 


20a. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port I! of item 1B.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 2e. PLACE OF INJURY {Home, form, | 4 20. (City ar town} {County) (Stote) 
hah divin White Netioate factory, street, affice bldg.. etc. 4 ‘ 
p.m. w jot work [1] ot work [7] 


21. | certify that | attended the deceased from.___ ao 19.2 that | last saw the deceased 
6 ,) eee and that death occurred at 82 .5_.AM, fram the causes and on the date stated above. 


x oye ADDRESS (Street, city or town, state) DATE SIGNED 
$A CPi e Linsthanr uo Springfield State Hospital 6-21= 58 


MEDICAL CERTIFICATION 


alive on______. 


ss 
3 1 ea 5 hea 4. aes RESIDENCE (Where deceased lived. If institution: Residence before admission) 
= b, COUNTY 
$2 tarroll MARYLAND Waryland Ci 
i] Ba b. CITY OR TOWN [If outside corporate limits, write |. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If autside corporate limits, write RURAL ond give nearest town} : 
g a2 RURAL ond give neorest town) 4 VJ 
$2 Sykesville 6 m 30 days Baltimore 2, Md. 3VO/- 
iS £2 d. NAME OF HOSPITAL (If nat in haspitol, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
Lae / OR INSTITUTION ON A FARM? 
. = / Springfield State Hospital 411 E, Prestem Street ves] NOX) 
BE (3 3 bee First Middle Lost co re Month Day Yeor 
25 (Type oF print) Jerome Garfield Daneker DEATH 6 2119 58 
Le 
~o 5. SEX 6 COLOR OR RACE |7. maRRieD [] NEVER MARRIED fA] |B. DATE OF e1RTH 9. AGE (In years RJ IF UNDER 24 HRS. 
hag lost, birth ay Months Min. 
Be Male White [wow —_ovorceo | mustek 7/23/1886 | “Vi. eS) 
e a I Wo. USUAL OCCUPATION ae kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY { 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 g during mast of working life, even if retired) 
Re Advertising business Self Maryland - Baltimore U.S.A. 
: 3 3. FATHER'S NAME He 14, MOTHER'S MAIDEN NAME 
4 8 William Daneker CARACISIEORVERERK Carrie Everett 
= 8 35, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT “ Address 
ae (Yes, no. oF unknown) (IF yes, give wor or dates of tervice) Py 
of es: | WMA None | Springfield Hospital Records 
2 8 18. CAUSE OF DEATH [Enter only ane couse per line far {0}, (b). ond (c).] ea Sra sited 
aK PART I, DEATH WA: i 
BS baal N Sores Carcinoma of lung metastatic months 
2c if x” DUE TO 
= Conditions, if any, which » Unlisted tumor_of Kidney months 
R gove rise to immediate 
5 couse {a), stating the under. ( DUE TO 
‘3S lying couse last. el 
s pisopeees siloate 
3 
2 
2 
2 
iY 
2 
% 
= 
< 
sé 
° 
S 
4 


be detached far use as the buriol-transit permit. 
the registrar priar ta burial, crematian, ar remaval, and in any event within 72 hours after d 


PHYSICIAN'S 


NAME (Type)__Edmund Lusthaus M.D. ..___——-__ Sykesville, Maryland, 


Ta. BURIAL, CREMATION, | 22. DATE THEREOF ‘Tc, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, of county) {State} 
putt (Specify) 6 2 a 4 
2h = Druid Ridge Cemete Pikesville, Maryland, 


TO FUNER 
page 3s 


) FA vn ERAL DI oe ae URE ADDRESS A 2a. nega RY FESS 2a cf ISTRAR'S 4 IGNAT! ‘ 
VS AIS(4) OY eae f? me 7 
15M 10/57 \) 2 LE «| 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = eee 
5; G694 CERTIFICATE OF DEATH aes. dr nel 0885 


= 
g S is (ie OF DEATH a USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission} 
o a. COU a b. COUNTY 
= 38 Carroll bcs Maryland Balto,City 
£ xo] g b. fy OR TOWN (|f outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 

3 URAL ond give nearest town) a = 
3 Fy Sykesvilie 2mog,21days: Baltimore Vo/ : 
2 2 2 wr a. NAME SE ROSE TAL (iF not in haspitel, give street oddren) d. STREET ADDRESS RESIDENCE 
: € / Springfield State Hospital 2621 Maryland Ave. ESC] NOx) 
¢ J 
2 . NAME OF Fi Middl Lost 4. DATE Month Do; Y 
eee * BEREASED William Harrison DARNELL. | Siam June 17,1958 
Ss 

Lia Sige ; 
£ <2 9. IF UNDER t YEAR| IF UNDER 24 HRS. 
= ze S. SEX 6. COLOR OR RACE | 7. MARRIED [} NEVER MARRIED o 8. DATE OF BIRTH cpio Min 
us # Male White wiooweo RQ ovorceot] | May 6, 1872 yes. 
we gee 
2 5 nig ‘: 100, Basin! CaN (en a eens 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 = 10st of working life, even if retin 
Agee ‘tiknown""’ Carpenter - Unknown USsy 
3 5 8 I 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

g5= * 
Geese Glick Darnell Louisa Bare Darnell 
So Loe 
= RG 3 1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address: 
€ GES (Yes. 0_0F unknown) Ut yes, give wor or dates of service) H tal R 
8 ofr ra (a - Springfield Hospital Records 
i tg 
iu ge Coe SA BE 
2 © § z Go) cp IMMEDIATE CAUSE jo ph onenepne di 
5 =e? r. ot xX not DUE TO y 
é Be > Cendition, it ony which a Arteriosclerotic Heart disease 
3 Eo gave rise ta immediote 
= ec £ 2 igri DUE TO 
teres pA et eigen 9 Generalized arteriosclerosis. 
z ue $ é iM 3 Past_Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mo) ] 19. Heer 
Saad O|z| C-B.S. assoc.with senile brain disease with psychotic reaction. vest) NOC) 
gaocoo v 
e ot 2 3 © [200. ACCIDENT WAS UNDERLYING []__| 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Port Il of item 18.) 
z Se ‘a & JOR CONTRIBUTING C) CAUSE OF DEATH 
< § es 6 U | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Ystss § |20c. TE OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED [20e. PLACE OF esis fen 120F. (City or town) (County) (Stote) 
5.35 a} H .m. Whi Not whil factory. . aHice bldg., etc. 
2 Bios 21. f certify that | attended the deceased fram March 26, 1958. todume 17, ___., 1958 that t last sow the deceased 
Leg bf 35 alive on_¥ UNE i ao 12.58 2i_M, from the causes and an the date stated above. 
E 263 = LP. ADORESS (Street, city ar town, state) DATE SIGNED 
< > v= Y 
ages? Nii feel i21 A A744 fru, Springfield State Hospital 6/17/58 __ 

=! a j eT 
z e Nametheeiy Agustiy delCampo, M.D. Sykosvalle, Marylends Fa 
a = RE A 
22 oe 7 ee CREMATION, EYL) : Rp. OF CEMETERY OF ce Wie DON (Clty, town, oF cppntyh , (iote) 
~3 6° MOYAS y) x 4 Yi, Lin 

oto ee AUREL” VAIC/S* fT [ew a LAWL WML 
- 


TSM 10/87 


23. FUNERAL DIRECTOR'S SIGNAT ADDRESS ‘ 24a. REC'D BY REGISTRAS ‘2b. PEGISTRARK SIGNATURE 
yes) e as : “Lh C DATE JUL ‘98 Ca 
Af Gti EE -Aine 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
—/ 6695 CERTIFICATE OF DEATH ep. 010 6585 


cet f 

3 ;s f ») 1 RT 2 eT PeaeNce (Where deceased lived. If institution: Residence befare odmission) 

by a. J 5 MAR 2 0 b. COUNTY 

38 CARROLL YUAND MARVLELD Rol 

rt 3 b. CITY OR TOWN (If autside carporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn) 

$ RURAL ry giv negrs ya town) 0 ‘ is 

2 

$2\ LA LERS Nith BRIDGE  FURP 

vs 2 hee ola ie not in hospital, give ve address} ' d “STREET ADDRESS °. o Nee eannis: 
~é BARK WILL BARK LILLE 5G] NODE 

. 3. NAME OF First Middle Lost 4. Kee Month Yeor 


Se, JoHy EDWARD _baypogy | Bam a 4) us 


5. SEX 6, COLOR OR RACE 7. MARRIED EGHNEVER MARRIED [] |8. DATE OF BIRTH °. Snir fy [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
He Mi 
AL nf woowen]  pvorceot LIBY AS- /PFS~ a [om | jours| Min, 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR oUeTaY 11, BIRTHPLACE (Stote or hey country) 12. ease! OF WHAT COUNTRY? 


durin mast af working life, even if retired) 
y 3 LYE Vd, CO LN BR BWLD “Us a 


al 
13. FATHER'S Rane $4. MOTHER'S MAIDEN NAME 


iF F AWNLE Le LE fr 


ig WAS es it S. ARMED aap 16. SOCIAL SECURITY NO. ]17. ste Address “U PA. 
hegre NEL fips piece oo tier i. 
-03-f0/0 \SYUSBN L LAY KGE, Ant pn 2) 


1B, CAUSE OF DEATH [Enter only one cause per ling for (a), (b), ond (¢)-] Roa 


PART 1, DEATH WAS CAUSED BY: y} 
VAMEDIATE CAUSE (0! & 


Y ’ DUE TO * 


= 


Then please remave corbon papers. Pages 1 


Conditions, if any, which " 
gove rise ta immediate 
cause {0}, stating the under. ( CUETO 
lying couse lost. 
Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION. GIVEN IN PART 1(a)/ 19. Maremma. 
EI 


ves] No] 


200. ACCIDENT WAS_UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port tor Port II af item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 200. pace OF INJURY (Home, farm, + 20F. (City or town) (County) (Stote) 
Hour a. 9. While Not wiley factory, street, affice bldg., etc.) ! 
p.m. jot work [_] ot ~ H 


21. | certify thot { altended the deceased from, piece Vratr LS. W: 


MEDICAL CERTIFICATION, 


hat | last saw the deceased 


After this certificate hos been signed by the attending physician and completely filled 


be detached for use as the burial-transit permit. 
the registrar priar to burial, cremation, or removal, and in any event within 72 hours ofter death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. Page 4 
may be relgined by the haspitel or attending physician. 


“ alive on ie, gel Ar) Gnd that death occurred at. "HM, from the causes and on the date stated above. 

8 a A RESS (Streey/citp or town, state) \ DATE SIGNED 

g / wo. et Keg Both. eye AT gee 4722S SS 4 
id way oi NSA fol ELM econ 

go Flo, BURIAL, CREMATION, | 226. 75 THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY md. On City, town, oF coun 

2:5 OVAL tw fs 

eis rae £ a FROLL 7) VL) 

bai i. REC'D BY CAL 2A, REGISTRAR'S SIGNATURE 


= 
<a 


eS 


Me N24 '5 ers Gy ea 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : j aA 
6696 CERTIFICATE OF DEATH \ C6687 


ond 


ans Reg. Dist. No. 
g = 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmision) 
fv o x b. COUNTY 
3g __ Carroll eer’ Maryland Baltimore 
So b. CITY OR TOWN {IF outside corporote fi . LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If outside corporate limits, write RURAL and give nearest town) j 
55 RURAL ond give neorest lown) uf 
33 le Rural 2 yo 3m. 1h d Baltimore 3BVo/:4 
= a2 d. NAME OF HOSPITAL {If not in hospital, give street address} d. STREET ADDRESS: e. 1S RESIDENCE 
Fo Ne ak OR INSTITUTION ON A FARM? 
> pringfield State Hospital 1219 Tennant Way ves (] Now 
3. NAME OF First Middle lost 4. DATE Month Day Yeor 
DECEASED | OF 6 
{Type or print) Amand Viola Elswick DEATH June 8 19 58 


Pages 1 


5. SEX COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9 GE Ain ees TE UNDER 24 HRS. 
lost bicthdoy aie 

Sauna White —_|wirowen gy oworceo I] tober 22, 18 2) hadi na hae al 
We. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 12. BIRTHPLACE (Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 

during mast of working ven if retired) 
: Housewife West Virginia UsSeA 

13. FATHER'S NAME M4, MOTHER'S MAIDEN NAME 
Bryson Atkins Sara? 


death. 


sician and campletely filled 


Then please remave carbon papers. 


=i 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, no. oF unknown) UNF yes, give wor or dates of tervice} 
No Unknown pringfield State Hospital Records f 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-} INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: ONERIEAND Denti 
IMMEDIATE CAUSE {o! Ys 
DUE TO 
Conditions, if any, which o_ Generalized arteriosclerosis years 
Gove rite to immedion | 1 


couse (0), stoting the under- 

lying couse lost. « 

Past il. OTHER p aet iT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ho} /19. WAS AUTOPSY 
gronic bra 


assoc d with disturbance of metabolism, Bae Cea 

owth_or_nutrition with sen brain diseas aith nsycho 3 ’sO)_No 
. ACCIDENT WAS_UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port For Part It of item 1B.) 

OR CONTRIBUTING LC] CAUSE OF DEATH| / 

(IF EITHER, NOTIFY MEDICAL EXAMINER) | “7 7 x 

20c. TIME OF INJURY Month, ODay, Year | 20d. INJURY OCCURRED. 20. PLACE OF INJURY (Home, farm, 1 20f, (City or town) (County) {Stote) 
Hour 0. n. While Not while factory, street, office bidg., etc.) ! 

p.m. 19 Jat work (} ot work [J H 


ransit permit. 


the registrar prior ta burial, crematian, or remaval, and in any event within 72 haursaft 


nding physician. 
After this certificate has been signed by the attending ph: 


MEDICAL CERTIFICATION, 


be detached for use as the burial 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death: Page 4 


oO 
&. 
2 
io 
ie] 
a une 8, et 
=9 < ‘ ADDRESS (Street, city or town, stole) DATE SIGNED 
38 Bitte Rte A Mat, no Sprivphicl ol Jkate floyo,  6/a/s8 
ee mos RITA 9. GL AWW SRINGEIELD STATE Hor Mob. 
&Y a ‘Ze. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zac. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, or county) (Stote) 
c28 6-9-58 Laurel Cemetery Boone Co., West Virginia 
e 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. + 


24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S: bl ig 
William Cook, Inc., 1217 St.Paul S reet bate tanh EH A ae 


os 
2. 
Ptr 
card 


an 


irector, Poge fin 
for your files. 
loard af Heolth, 


s 


3 and 2 with the Std 


Cy 72 hours after dea 


If any delay, is ‘necessary. pleose 


2, and 3 ta the fune 


iner’s Office alang with form PM3. Page 5 may be retoi, 


ificate, writing the word “pending” in pencil in Item 18. Give Pages 1, 
re 
. priar to burtol, cremation. at removal, and in any 


worded to the Chief Medical Exa 
HRECTOR: Page 3 shauid be used a1 a buriol-tronsit permi: 


6 


VS. AISME 
5M 2/57 


e the 
iN 


4 shoul 


TO FUNE 
or its designated agent, 


execut 


€ 
$ 
7. 
2 
% 
£ 
E 
o 
2 
~ 
a 
s 
£ 
3 
3 
2 
Fy 
Hy 
‘ 
3 
3 
2 
> 
° 
2 
3 
g 
o 
3 
bo 
= 
5 
8 
-E 
a 
¢ 
z 
= 
< 
=x 
id 
2 
4 
is 
5 
2 
= 
> 
= 
5 
a 
i 
a 
“ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
GRO EDICAL EXAMINER'S CERTIFICATE OF DEATH 06688 
a 


Reg. Dist, No. 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If inslitution: Residence batts oom 


ail Carroll maayiano || STATE Maryland b. COUNTY Allegany 


b. CITY OR TOWN it outside corporate limits, write EURAL [ LENGTH OF STAY IN 16 ©. CITY OR TOWN {if outside corporote limits, write RURAL ond give neorest town) 


™ Sykesville 3mos,17days Cumberland fo2 


d. NAME OF HOSPITAL OR INSTITUTION (IF not in hospitol, give street oddress) ¢. STREET ADDRESS . . By RFSIDE CE 


Springfield State Hospital a, 217 Central Aves v6) _NO RD 


3, NAME OF First "Middle Lost 4. DATE Month 


{type or past) Minnie Viola Dorsey FRESHOUR Dear June Wy 
3. SEX 6. COLOR OR RACE [7. MARRIED [_) NEVER MARRIED [.]| 8 DATE OF BIRTH 9. AGE a IFUNDER TYEAR] IF UNDER 24 HPS. 
Female White |wiroweopf oworceoy |December 23, 1882 76 fe rd 


Sy 


100. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Slote or foreign country) a 2. CITIZEN OF WHAT COUNTRY? 
during most of working lite, even if retired} 
Housewife West Virginia _ UeSeAe 


13, FATHER’S NAME " x i" MOTHER'S MAIDEN NAME 


gohn B. Dorsey Helen Snyder 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? ° SOCIAL SECURITY NO. ]17. INFORMANT Address 


fey re, or unkrewn} | Il yes, give wor or dates of service) ia : Springfield Hospital Records 


No 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond (c).) -_ TERVAL BETWEEN 


INSET AND DEATH 
a - ep nmtoite cate io Bronchopneumonia, bilateral _ Days_ 


. DUE TO 
Conditions, if ony, a eo Fracture, right femur : 6 weeke f 


gove rise lo immediote couse 
(0), stoting the underlying( PUETO 


couse lost. @ oe 
Be TH, OTHER SI INT CONDIT! TRIBLTING DEA tur NOT, RFLATI HE Sayer FE CONOITK VEN IN PART 1 19, he ‘AUTOPSY 
Cc. BCS, aSsoc. with" cere se aRRG BEA aa uae psycnotte reaceLone | A"? Meecener 


YESK] Nop} 


20a. EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port ! or Port I of item 38.) 


Meo eo [Sitoped é & fell while attempting to get off comnode, 


0c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED [70e. PLACE OF INJURY Home, for, 1204, (City er town) {County) (Stote) 
Wits Not while fociory, slreet, office ae) 


of work ["] ol wark Hospital sville Carroll Md 
21. t certify thot | took chorge of the remoins described obove, held on Autopsy {], Inspection PX], InquiryX], ond in my 
opinion deoth résulfed from: Noturo! couses [_]. Accident], Suicide [], Homicide (J, Undetermined monner [] 


MEDICAL CERTIFICATION 


DATE SIGNED 


£5 / 
# Pa {Are -#—-m.p, CHIEF MEDICAL Examiner [] 
ASSISTANT MEDICAL EXAMINER {1} 


DEPUTY MEDICAL EXAMINER is} 6/13/58 


‘es Vid | ie NAME OF CEMETERY OR. ‘OR, CREMATORY _ eae sUsy/ Ay; oF cou! 
ee S58 Berek Sines. a Uy. 


ADDRESS: Os he iv ve MMthe ‘2ab, «geile S SIGNATURE 


Lt, Syesbuce, I, Uy ES 


--p MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
PZ 6698 CERTIFICATE OF DEATH aep. par nothOOSS) 


3 Ve ea ied (ent ay eae oe {Where deceased lived. If institution: Residence before admission) 
Rta Carroll MARYLAND Marylend °° Balto.City 

. gs b. Gays Le {If outside “gas fimits, write cc. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

° ond give nearest town 

$3 Sykesville émos.17days Baltimore 

es i x d Gereereuticn oe: (IF not in hospital, give street address) d. STREET ADDRESS e Sree 
> 4 Springtield State Hospital 312 N. Paca Ste yes [] No 

3, Na Ge First Middle Lost 4. CAR Month Day Year 
{type or print) Harry S. XSmitw FULTON DeaTa June 6, 19 58 


5. SEX 6. COLOR OR RACE 7. MARRIED [] NEVER MARRIED fC) | 8. DATE OF BIRTH 9. AGE (In yeors [IFUNDER | YEAR IF UNDER 24 HAS 
igst birthday} [Months] Doys | Hours] Mi 
* Male White wivoweo [} pivorcep [} March 29, 1869 89 cae 


ben papers. Pages 1! 


the registrar prior to burial, cremation, ar remaval, and in ony event within 72 hours after 


10a USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
j during most of working life, even if retired) 
/| Plasterer - Maryland U.SeAe 
rs) 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
5 ; 
ie James Fulton Gatherine Oster 
é ‘ WAS. Bhi EVER IN U. S. —_ fons 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
ase OMAMEEDS 5) ti yeicgive vos or Som ot aie 

Z No 2 220=22-28)) Springfield Hospital Records 
8 18. CAUSE OF DEATH {Enter only ane cause per line for (a), (b), ond (c).] ONERN AU eT aeeeH 
a . 
5 TART |. DEATH MEDIATE caUsE (o)_ AK'teriosclerotic heart disease ears 
= DUE TO 

Conditions. if ony, which tb) 

gove rise lo immediate DUE TO 


couse {a}. stoting the under- 
lying couse lost. (c} 


RECTOR: After this certificate hos been signed by the attending physician ond completely filled 


OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hayrs after death: Page 4 
be detached for use os the burial-transit permit. 


€ 

5 

4 3 Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 

- =| C.B.S.assoc.with senile brain disease with psychotic reaction. 

a v 

s = [200. ACCIDENT WAS UNDERLYING [}__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 

3 & | OR CONTRIBUTING LD CAUSE OF DEATH 

¢ © | (IF EITHER, NOTIFY MEDICAL EXAMINER} 

3 & [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, | 20F. {County) (Stotey 
3. Fa Hour. m. While Not while factory, street, office bldg., ete.) | 

cp = p.m. 19 Tot work [} at work t 

= x = . 

3 21. ! certify that | attended the deceased fram. November A928 oe AL Uae sthat | last saw the deceased 
° 

+ 

Ry 

a 

v 

Y 


PHYSICIAN'S 
NAME (Type) 


Pe 
aia cd Se Sie ede ae 7 ea 
% B30 220. BURIAL, CREMATION, | 226. DATE THEREOF Tc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Storey 
2 VAL (Specil 

Bee Bursa 6/9/58 adr ’ Baltimore, Maryland 
- &- 23. FUNERAL DIRECTOR'S SIGNATURE 4 ADDRESS do. REC'D BY REGISTRAR | 24b. REGISTRAR'Y SIGNATURE 4 

VS AIS (4) him oy 7 Ot te fe : 9.54 ; 

15M 10/57 {7 on Sf y- —/) 4 HAA DATE Wed 


ie hi MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Vint 
. 6699 CERTIFICATE OF DEATH G6690 


ences n Reg. Dist. No. 
& 22 Say |) race or peatn 2, USUAL RESIDENCE (Where deceosed lived. IF instuion: Residence before odmision) 
e2 : Carroll MARYLAND Maryland » COUNTY — Montgomery 
3 B. CITY OR TOWN if ouhide corporate Init, write Tc, LENGTH OF STAYIN 16 || c. CITY OR TOWN (iF eunide corporote lms, write RURAL ond give neorest town) 7 
ig sykesvilie los »3days Silver Spring 5 og DB 
2 = d. OF ete. HOSPITAL {If nat in hospital, give street oddress) d. STREET ADDRESS e. bieivey leds 
4 /5} springfitid State Hospital Route #1 vet) noxd 
“=o. mn NAN OF First Middle Lost 4. bd Month Doy Yeor 
ie (ype or print) William de Gates DEATH June 10, 1998 58 
3 5, SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [[] | ®. DATE OF BIRTH 9. ee laps IF UNDER 24 HRS, _ 
Male White wipowen FX] —sivorceo [J Unknown i a4 eee 


100. USUAL OCCUPATION i tg kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE {Stote of foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 


thot the deoth certificote be executed within 24 houss ofter death: Po 


° 


poge 3 sh 


[Raitt / Agustin delCampo, Jae, / 4D, 
ee aon 2b. ie at 2c, NANE OF CEM pay, REMATORY 2d. or_county} tora 7 i 
OVAL OID” A Abe a4 dd eae t " 4) > DA 
be, Lh Wi, hen UV Or7 AA; 
Y 23. FUNERAL Lael SIGNATUR PAs REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
vs aisi) : aa 3 '58_| (hes 
15m 10/57 22 F SLIZA 24 Diive JUN 1 SH Sh pfu 


moy be rey 


2 
3 
ES 
3. 
ae 
es 
vao f 
icicle 7 Unknown - Unknown U.S.A. 
o85 I 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
58% + Unknown Unknown 
S 3 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fe2 {Yes, no. oF unknown) {if yeu, give wor oF dates of service) 
ots 3 - - Springfield Hospital Records 
eee 18, CAUSE OF DEATH [Enter only one couse per line far (0). (b}. ond (c).] INTERVAL BETWEEN 
=ay 
a z PARTI: DEATH MEDIATE CAUSE (fo) rteriosclerotic heart disease. ears 
Se? + f DUE TO hi 
Bax GondiileniiT oayawnies e Generalized arteriosclerosis Years 
22 5 b 
¢ 3ES gove rise 10 immediote 
= e8c couse (0), stoting the under- ¢ DUE TO 
® ynder: 
s € ts = 3 lying couse lost. ©. 

318 3 5 - ra ‘ast jl. OTHER SIGNIFI CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO T; PRA OSH ASE, e eae IN net Ifo} | 9, rae AUTOPSY 
ed => = PERFORMED?. 
LLL ]y [hc B78 Sab HI°CERENED WRURISRSLONGSLE, UU paVeROWES BOREL") SESE 

E oF z 5 {2 eG nanan praeesgl se 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 1B.) 
2 & 
& g 2 3 & [UF EITHER, NOTIFY MEDICAL EXAMINER) 
2 3 4 5 20. is OF INJURY Month, Day, Year ge ER OCG RED Be. heed Caer ye form, 204. (City of fawn) (County) {Stote) 
5. ur oo. m. i lot whi 
ESE3E 3 ban id ot work [L] ot work [J] 
Sey r 
g + BS < 2. | certify that | attended the 7) from February 7,5, 1998 , . 19.2%_,that | last saw the deceased 
a 2 2 
2 © = 3 5 “.M, fram the causes and an the date stated above. 
f= on ADDRESS (Street, city or town, stote) DATE SIGNED 
fap. 6 8 
Sa Bis _ Springfield State Hospital /10/5 
. rx 
° & 
Pate 
Ss £ 
ofo 8s 
e 


TO FUNER 


1 . MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : 
6700 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 066 oF 


(a), stating the undertyingg PVE TO 


couse last. {a 7 as 


PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING To DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}}19. or S AUTOPSY 
RFORMI 
ves ONo| no AY 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter elvre of injury in Part | or Port 11 of item 18.) 
‘or CONTRIBUTING (] 


PRIMARYAY of CO! fon aaa) Ca ee rit PLicig Chaead ys TO asad = fei 


20, ae. OFINIURY — Month, Doy, Yeor —[20d. INJURY OCCURREC()|20e. PLAGE-OF INJURY (Home, ios 1 20H, {City er town) (County) le) 


it Not whit we slree!, offige bldg. etc.) 4 
eee: 2S Sbercen EIhoror mf 7 Sie te Ay Bite Lot seg ee Grpveee a,” 
Vt ois aa 1 took charge of the remains described at an Avtapsy [_], Inspectian A Inquiry BO and in my 


FOR STATE Reg. Dist 3 
HEALTH DEPT. }, PLACE & DEATH 2. USUAL RESIDENCE (Where deceased lived. If inslitution: Residence before ‘odmission) 
ee > o. COUNTY 0. STATE b. COUNTY 
ere Carroll MARYLAND Virginia aes 
ore = £ ». CITY OR TOWN (ete errs it wie RURAL c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporole limits, write RURAL ond give nearest tows) J 
Rect 0d Gorn conta ove eo 
523% rural--Westminster days Norfolk-- 3. § Sx ov. 
gs = z . d. NAME OF HOSPITAL OR INSTITUTION [if not in hospitol, give street address) d. STREET ADORESS: e IS RESIDENCE 
Bes, g oO ON A FARM? 
a ee OSD & ‘ 11405 Sunset Drive ss No 
8 SB d 3. aes oF . First Middle Ce lost 4. on eS oy — = 
Heys ctl! IVAB. tRIE CRAvAM | | (hehe 2 
Bove 5. SEX 6, COLOR OR RACE |7- MARRIEO [) "NEVER MARRIEO [24 8. DATE OF BIRTH (AGE a 
SoS ¥ 
4 fF emale white. wibdoweo [} oivorceo [} Dec, 2a. 7alOD 30m E~ 
< 5 2 7 10a. USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INOUSTRY VV. BIRTHPLACE eo ‘or foreign country) 112, CITIZEN OF WHAT COUNTRY? 
gaps during most of working lite, even if retir 
3 = one : ; Rhode Island U.S. 
$ g 3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
o 
pong Roger L. Graham Genevive Ellul 
‘3 =~ = <i 
S fs 15. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
a28e } Yeu. 08, oF vohown} {iH yen give wor ar dates of rico} 
iat no | =---- - Genevive Graham, Same __ 
R26 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (@).] - = r Se 
6 PART |, DEATH WAS CAUSED 8Y: 5 s ay ge rl tad 
2 IMMEDIATE CAUSE (0) EB ULRNES Te GEA Matz ¥ Paes ma 
& 7/6 Dut To 2 Ds n 
5 Conditions, if ony, which wo fate Vir 5 
= gove rise to immediote couse ; : 7 a. > ae 


miner’ 


MEDICAL CERTIFICATION 
oO 
@ 
a 


te, writing the ward “pending” in pencil in Item 18. Give Pages 1, 


apinian deasht resulted from: Natural causes Oo Accident Suicide [], Hamicide [J], Undetermined manner [7] 


(RECTOR: Page 3 should be wsed os 0 burial-transi? permit. 
or its designated ogent, pricr to burial, crematian, or removal, and in any even! within 72 hours ofter deot 


forwarded ta the Chief Medicot Exa: 


TO DEPUTY WEDICAL EXAMINER: This certificate shauld be executed 


6 
8 
be ACTUAL DATE SIGNED 
. pace é ao, CHIEF MEDICAL EXAMINER [] 
ss "A Ms cole ASSISTANT MEDICAL EXAMINER {7} cA 
= at NAME (TyBeb Ny Ce = a Were , At _ DEPUTY MEDICAL EXAMINA, / 2 vA = 5. 
Bes Zio. BURIAL, CREMATION. [22b. DATE THEREOF ~ [2c NAME OF CEMETERY GR-ERERRATORY Zid. LOCATION (City, town, or county) (Slote) 
2e2 REMOVAL (Specify) 
or) 30-1958 St, James Carroll Co.,Md. 
iss 23. FUNERAL DIRECTOR'S. deiatO ADORESS 24a, REC'D BY REGISTRAR ‘Zab, REGISTRARS SIGNATURE 
VS. AISME * 2 
wae C. M. Waltz, Winfield, Md. Cae tana ? vy 
= ‘ AUN Ds. oe ae -g 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 6 §92 
” CERTIFICATE OF DEATH Sei 


1. Ppa kale 2: ae (Where deceased lived. if institution: Residence before admission) 
=. o. b. COUNTY 
Carroll ee Maryland Carroll 


b. CITY OR TOWN {If outside corporate limits, write | ¢. LENGTH OF STAY IN Jb c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest lown) 
RURAL ond give nearest town) i 
Sykesville 4 wks . Rural--Sykesville 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) , d. STREET ADDRESS. e. 1S RESIDENCE 
ON A FARM? 


coms’ Pullen Nursi ing Home l Eldersburg ves (] NO & 


3. NAME OF First if 4. DATE 
DECeASD inst Middle lost Month Day Yeor 


b(ype or pri) ELSIE ELIZABETH GRIMES Beata JUNE 10, 198 


is ‘5. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED (Dj. DATE OF BIRTH a ips “hon JE UNDER 1 YEAR] IF UNDER 24 HRS. 
irthday} Days Min. 
s emale white |woowmm — ovorceoO) | 6=28=1884 ie. | st) 


100. USUAL OCCUPATION (Give kind of work done! !0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign LB 12. CITIZEN OF WHAT COUNTRY? 
wee most of working fe ed if retired) 


housew. own home Maryland U.Se 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Abner Harrison Laura V. Norwood 


ie WAS pean es oven IN U.S. ~_ bh Se 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
ne ae ace Ueiosr 
no KS none Raymaond A. Grimes, lb ae aL Ma. 


18. CAUSE OF DEATH [Enter only one couse per iy for (0), (b), ond {c}.] INTERVAL BETWEEN 


PART I, DEATH WAS CAUSED BY: PRET AN 
IMMEDIATE CAUSE (0 


DUE TO 


call 


with 


'y the funeral directar, 


ast 


Pages | Om 


2 should 


1d 


Then please remave carbon papers. 


Conditions, if any, which (b) 
Gove rise to immediote 
couse (0), stoting the under Dale is! 


lying couse lost. t 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mo) | 19. Vig AUTOPSY 


ORMED? 
vs oO no] 
200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port Vor Port WW of item 1B.) 
OR CONTRIBUTING LD] CAUSE OF DEATH 
(IF EITHER. NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm. | 20F. (City or town) {County) {Stote) 
Hour @: $. While Not while foctory, street, office bldg., etc. iH ' 
p.m. W fot work [J ot work [J 


21.1 certify thot lottended the deceased from... / PL ees geee to £2" tke, \%EF, that | last saw the deceased 


alive on f_.. cathe 2ST... ond thot death occurred ob O PM 7M, fram the causes and on the date stated above. 
Al RESS {Street. city of town, stote) TE ~ 


Jy 


MEDICAL CERTIFICATION 


be detached far use as the burial-transit permit. 


“ 
° 
& 
8 
2 
x 
8 
7. 
s 
g 
3 
£ 
s 
3 
2 
= 
~ 
= 
= 
3 
aod 
2 
> 
3 
3 
Hy 
3 
© 
a 
e 
°° 
8 
Pe 
5 
8 
33 
§ 
7. 
» 
‘= 
3 
4 
$ 
‘B. 
& 
= 
& 
’ 
i 
z 
= 
2 
a 
2 
= 
a 
° 
< 
oe 
E 
< 
[4 
° 


IRECTOR: After this certificate has been signed by the attending physician and campletely fi 


é 


the registrar prior to burial, cremation, or remaval, and in ony event within 72 haurs after death. 


ed by the hospital ar attending physician. 


NAME (hes) HOWARD E. HALL 


Zo. TenovA ee Z2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 
BUR -1958 Mt. Olive Carroll Co. ,Maryland 


23. Oe DIRECTOR'S $3! Tae E 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


CG. M. Waltz,  Winfiefd, Ma. 7 2 hae oe on 


TO HOSPITA 
may be rel 

TO FUNER: 
Page 3 si 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ' ; 
6702 CERTIFICATE OF DEATH 66693 


Reg. Dist. No. 


= \p pads TH 2 aay Te ore (Where deceased lived. If institution, Nah fe before admission) 
2 0.5 b. COUNTY Da) 
32 pt ae MARYLAND iD; LAL ys 
Bes B. CITY OR TOWN (If outide corporate limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outide corporote limits, write RURAL ond give nearest town) 
$ p> RURAL oosrery nearest town)” in A " 
Es Pe 375 rRXcihugar NEwWinoso 
238 «_» |e NAME OF HOSPITAL (iF not in horpitol, give street address) d. STREET ADDRES. @. 18 RESIDENCE 
£5 OR INSTITUTION if ON A FARM? 
roe no [J 
¢ 3. NAME OF > Fint Middl tow 4. DATE M ¥ 
DECEASED D ie oe 7. ‘ OF Say? + evkcee vd 
(Type or print) A ID th. TTA A DEATH io vps 
6. COLOR OR RACE |7. mani NEVER MARRIED ("] | 8. DATE OF BIRTH 9. AGE (in yeors [IF UNDER 1 YEAR]IF UNDER 24 HRS. 
oes |. lost birthdoy) [Months Doys | Hous | Min. 
WIDOWED [] pivorcep () i ¢; t a) ys. 


100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Sfote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


uring most of working life, even if retired) ee A 
fy 
j l I: US -A: 


). 5 . 14. MOTHER'S MAIDEN NAME 
‘ ; 
I * ar Ney ! ALIVE AMANDA BALR 
< ? i WAS sae eee eel U.S. Laeyd ron oi 16. SOCIAL SECURITY NO. | 17. INFO! MA NT ALR 
ASS ninpecceemtons | Ea 
D ONE tot os WES 


18, CAUSE OF DEATH [Enter only one couse per F} for {0}, (b). 


ONSET AND DEATH; 
PART |. DEATH WAS CAUSED BY ap é "BA LLAL Ars 
IMMEDIATE CAUSE a= vee = 


14 3.4 DUE TO . 
Conditions, if ony, which Ay (ED AAACN tow Zt 
Gove tite 10 immediote 


couse {0}, sloting the under. ( DUE TO 
lying couse lott. © 


INTERVAL BETWEEN. 


Then pleose remove carbon papers. Pages 1 


thot the death certificate be executed within 24 hours after death: Page & 
the registtor prior to burial, cremation, or removal, ond in ony event within 72 hours ofter death. 


jires 


IRECTOR: After this certificate has been signed by the attending physician and completely filled, 


PHYSICIAN'S ] Pa Hy = 
NAME (Type) A) PP ES KSA 
Ro. reigns ee ib. DATE THEREOF Me NAME OF CEMETERY OR CREMATORY 22g. LOCATION (City, town, or cpynty) tote) 
REMOVAL (Speci ~ cg = ae fe 
fe lon F 13 Vy JAMES DETL EMD & tek OWL Ce was 
23. FUNERAL cor SIGNATURE , ae 2ho. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
9 


1) tread Ui: (Sie xef ff SAyy1p 9h c= a by 


€ 
3 
5 & 
tgs 
ze 6 5 Pant Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
BRoE = 
gags 3 “a 
Fots © [200. ACCIDENT WAS UNDERLYING [| 20. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il of item 18.) 
Zao» & | OR CONTRIBUTING [] CAUSE OF DEATH 
Sess G [MIF EITHER, NOTIFY MEDICAL EXAMINER) 
Zszs & [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (Cily or town) {County) (Store) 
Pols 6 Hour 0. m. While _ Not tig foctory, street, office bidg., etc, | 
[are = Pim. pt work Eset week. 1 
eEs2 
zf 3 21, | certity that 1 oltended the ne from,__¢ "ham BG ogee L0__., \5 B.thot | last saw the deceased 
Zs 3 alive on_____, en aed aes ae, ond thot deoth occurred sd 2 M4, from the couses ond on the date ates wo 
E,Os ( 
<a67 } g ) 
eons SENATOR pet pce kg Lee fo 
Ofsno 
ay 
= 
= 
a 
° 
= 
° 
- 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6703 CERTIFICATE OF DEATH 


om 


ow. MOGI 4 


20a. ACCIDENT WAS UNDERLYING O) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | ar Part Il af item 28.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


eS 
20c, TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, opt 1 20F. (City oF town} {County} (Stole) 
Hour a. m. While Nat while foctory, street, office bldg., etc.) 
p.m. 19 Jat wark [J ot ae is) H 
U 0 


that | last saw the deceased 
13: Bia: and that death accurred at._£ Pm, fram the causes and an the date stated above. 


rs / < ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL aM pane se, 
SIGNATURE. al nel ach MD. da /: 


mxscian’s Edmund Lusthaus, M.D. 


MEDICAL CERTIFICATION 


be detached far use os the burial-tronsit permit. 


+ se 
o- 3 : ii 1 Meret nia 2 eee (Where deceased lived. tf institutian: Residence before admission) 
ae PS oo) S2 be b. COUNTY 
Sse MenNtHOHeEY CARROLL MEST. Maryland Montgomery 
ee” TO %, b. CITY OR TOWN (if outside corporale limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporate limits, write RURAL and give neorest town) 7 
e , Po: Q! 
2 s bs syke and ie” tawn) ll dx Silver Sprin 
St ykesv: e ys: 13 134 (Des ie 
2 £ 3 “| d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. 15 REStDENCE 
5 hed / OR INSTITUTION, ON A FARM? 
_e Springfield State Hospital 108 Schuyler Rd. ves] NOX) 
. . NAME OF i - 
= Fis fe 3. DECEASED First Middle Lost 4 ets Month Day Yeor 
e Fy ype orpri) SALLIE — BHLRYX Rose HEDRICK BEATA June 10, _~— 19. 58 
os > S 5. SEX 6. COLOR OR RACE |7. MARRIED [} NEVER MARRIED [_] | 8. DATE OF BIRTH 9, AGE (In years [/F UNDER 1 YEAR] IF UNDER 24 HRS. 
5 3 ispiyebion Manths| Days | Hours | Min. 
STO Female White WIDOWED fi} oivorceo] | August 19, 1876 yn, 
2 § es 10a. bn sea CS UeoN ue. kind “¥ eae 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 see uring mast of warking life, even if ret 
£388 Housewife Own_ howe North Carolina UeSele 
e 7 3 & 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
o a rr 
z 28% THOnaAONSSEX WILLIAM T, ROSE Eliza Simpson 
SSO 8 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
5 a. 5 2 Yer. no. oF unknown) {IE yes. give wor or dates of service) NONE s ingfi id H oe 1 R a 
& on ° - - pr: e ospital Records 
ene 
2 28 = 18. CAUSE OF DEATH [Enter anly one cause per line far (a). (b}. and (c). INTERVAL BETWEEN. 
2 sf ONSET AND DEATH 
ate Fae PART 1, DEATH WAS CAUSED BY: Arte tie hi + di XY 
Sigs ne IMMEDIATE CAUSE (a) riosclerotic hear Sease ears: 
= ££9 : , 
38s ik: % , Malignent nephrosclerosis: Months 
Canditions, if any, which o 
$ BEN gove rise to immediate | see 
‘5 cause (a}, stating the under- 
2 iyiharebusS tetig (g__Bronchopneumonia Days 
¢ Pagr Il. OTHER SIGNIF, IT CONDIT; ITRIBUTING DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a} | 19. nae AUTOPSY 
2 4 C.B.S.assoc,with senile brain disease, ee REORMED? 
8 . 49 1X vs 8 NO 0 
2 
& 
= 
: 
2 
s 
2 
$ 
& 
o 
= 


ed by the hospital or attending physician. 


e 


the registrar priar ta burial, cremation, ar remaval, and i 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requ 


2 ond 
3 ry S Ms. RORiaL cueNarione ‘2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY ‘2d. LOCATION (City, tawn, or caunty) (State) 
at TRANS, é"5URtaL 6/13/59 |FOREST HILL CEMETERY NASHVILLE, NORTH CAROLINA 
=< 23. FUMERAL DIRECTOR'S SIG ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATU! 
Poa ipl) nppblits CXL SILVER SPRING, MD. loa JUN1 2 '58 | [ test ada #, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 e 
6680 MEDICAL EXAMINER’S CERTIFICATE OF DEATH eile 06 195 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence belore odmission) 

. COUNTY pinevianeel|| PSTATE A b. COUNTY 


ie} —— 
b. CITY OR TOWN {if outside corporate timits, write RURAL [ LENGTH OF STAY IN Ib ¢. CITY OR TOWN ([f outside corporote limits, write RURAL and give necres! town) 


‘ond give nearest town) ne of 
Westminster a Westminster 


joard of Health, 
Se 


for your files. 


no 2/5963 IJ, Alfred Heltebridle R#7 Westminster, Md, _ 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (¢).} INTERVAL BETWEEN 


- d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) d. STREET ADDRESS e. tS RESIDENCE 
: O / ON A FARM? 
- e 17_Kemper Avenue Jyes NO §) 
= : = a 
c 3 a g 3 DeLeaseO. First Middle . Lost 4. rd Month ; Doy Yeor 
Ses (ype oF print) Laure &: Heltebridle DEATH dune 15 198 
2s 5. SEX 6. COLOR OR RACE [7. MARRIED (] NEVER MARRIED []| 8. DATE OF BIRTH > oe ar IF UNDER eat F Gal 24 HRS. 
€ ol ich) 
ies rf Months 
Ca Female White winowen J oivorceo] | Aug. 10, 1877 
oe s 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. Tee (Stote or foreign _ 2. CITIZEN abet WHAT COUNTRY? 
OE during most of working life, even if retired) 
oO r < 
e _ Lousework Own hom Carrol] Co., Maryland — i a E: 
3 3" 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
o8 aD. Stulle Hester M. Fleagle — a 
5 eS 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 117. INFORMANT Address 
Lu Yer, no. or unknown) It yas, give wor or dates of service) 
£ 
: 
o> 
g 
8 
o 
oe 
tq 
6 


ifieate should be executed within 24 hours after death. If ony deloy,i 
pending’ in pencil in ttem, 18. Give Pages 1, 2, ond 3 to the fu 


a 
e 
o 
= 
é 2 Sir orn was Sentay O ) ONSET AND DEATH 
a "ART 1, DEATH WAS CAU 2 a . ; 
2° IMMEDIATE CAUSE {0} Or on at Ce. wig Jo WV _| Mirnfs 
8 : ¢ DUE TO 
7 
Zé Conditions, if ony, which te f}. 3. @.y PD IS EPSE EA BS 
ae gove tise to im ° je 
sa5 (0), stoting the undertying( PVE TO 
= ° € coure lost. (a. iF 
68 = 18 PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19, Was AuTorsy 
uo 
sf E te] s ves] no 
2 ~t 
se © [200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port for Part II of item 18, 
5 3). ) 
vars PRIMARY (1 of CONTRIBUTING C3 
s22e CAUSE OF DEATH. 
ise os 
© 2 we 3 20c, TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, eer 170F. {City of town) (County) {Stote) 
Sia 5 Hour o, m. White ici. shile foctory, street, office bldp., etc.) 
Peed = p.m. 1 ot work [] of work : 
££ or 3 3 , —S ; ; 
5 eck 21. I certify that | taak charge of the remains described abave, held an Autapsy [_], Inspectian [A], Inquiry Px}, and in my 
o3é = opinion death pQsulted fram: Natural causes &. Accident [], Suicide [J], Homicide [], Undetermined manner [] 
50 
aH bead 
D> 
see SIGNATURE LF : h-A-th te ap, CHIEF MEDICAL EXAMINER [] DATE SIGHE 
<ao Le: 
a onde ASSISTANT MEDICAL EXAMINER [-] 6x/, ae ar 
> sag 2 NAME {Type} sTh- mM ES it i ri) fi Rit f Js DEPUTY MEDICAL EXAMINER [7] 
3 s cs We. BURIAL, CREMATION, [22b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY Tad. LOCATION (City, tewn, er county) ~ {Stel na 
arg REMOVAL (Specify) ? 
Ol of God Gemeters Uniontown, Maryland 


Church. 
ADDRESS 2do. REC'D BY REGISTRAR ervey SIGMATORE 
1a paredUN 1 9 58 : in 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6704 CERTIFICATE OF DEATH 


6696 


x ae P Reg. Dist. 
$ 3 ¥ . 1 PLAGE OF DEATH v USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
iol 1 Oo. °°. 
« £3, N Carroll MARYLAND Maryland Scour” Balto. City 
3 7) 3 Ko b. vee TOWN (if outide siti limits, write (¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote fimits, write RURAL ond give nearest town) f 
§ op own 
= 2 Syiesvitie 2mos elidays Baltimore 2VO/-¢ 
€ g2 af d. NAME eae HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. ge we 
att a 
se /< ‘8p ringfield State Hospital 1134 Homewood Ave. yes (1) NoX) 
2 5 2B; NAME OF Fint Middle tost 4. DATE Month Day Year 
, eee or pried) Murray Sherman HINTON DEATH June 6, 1958 
: 5. SEX 6. COLOR OR RACE |7. MARRIEDIE] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In yeors ; if UNDER 1 YEAR| IF UNDER 24 HRS. 
= f 
Male White» noowe o miuerea el December 18, 18 be Bu Months! Doys | Hours} Atin. 


11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


Wa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if relied) 


a 
o 
a - 
: Pharmacist Unknown U.S.A 
3 1 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8 Wm. Addison Hinton Lillian Frances Murray 
& 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
& (Yes, no. oF unknown} UL yes, give wor oF dates of service) 
- Yes 1917 & 1921 212-1), azel Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond ().) INTERVAL BETWEEN 
a PART 1. DEATH WAS CAUSED BY: ee ee 
5 . , IMMEDIATE Cause (o)__Bronchogenic carcinoma 
£3 f . DUE TO 
Conditions, if ony, which 
gove rise to immediote 
couse (0), stoting the under. ( DUE TO 
lying couse lost. (e). 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART }(0}| 19. ees AUTOPSY 


Sociopathic personality disorder, alcohol addiction. VSL] NOC 


200. ACCIDENT WAS_UNDERLY!NG (1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING O] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAM!NER) 


2c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED —_]20e. PLACE OF INJURY (Home, Form, | 20F. (City or town) {County} Gtote} 
otro, rn WK. eatin foctory, street, office bldg., etc.) 
p.m. 19 Jot work [] ot work] i 
6 


DATE SIGNED 


6/6/58 


is certificate has been signed by the attending physician and completely filled i 


ar altending physician. 
be detached for use as the burial-transit permit. 


MEDICAL CERTIFICATION 


ed by the hospital 


, 


RECTOR: After 
prior ta burial, crematian, ar removal, and in any event within 72 haurs after death. 


NAME (Iies} Edmund Lusthaus, M.D. 
22d. LOCATION (City. town, ar county) (Stote) 


‘Zo. BURIAL, Yes 2b. DATE THEREOF 
Boat” 6-10-58 Baltimore 


g Ph b/s, 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRES! ‘24a. REC'D BY REGISTRAR ‘2ab..REGISTRAR'S SIGNATURE 
VS ANS (4) William Cook, Inc., 1217 St.Paul S,reet pare {NN 10°58 Cet auch 


may be ret, 

TO FUNER 
page 3 shi 
the registr 


TO HOSPITAL\OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 h 


VSM 10/57 


1 2 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
, eae 
pP 6705 CERTIFICATE OF DEATH wn VOOO? 


Reg. Dist. No. 


ss 
2 '} 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
oa . COUNTY 9. STATE b. COUNT 
$3 Carroll MARYLAND Maryland “Montgomery 174 
7] 8 i b. CITY OR TOWN (If outside corporale limits, write | ¢. LENGTH OF STAY IN Ib | c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) a 
5 RURAL ond earest town) Rockvi. pat 
$2 S: 6 . Byrs.imths,18dya. as tae 
ng, 2 = d. pags ie ee (If not in hospitol, give street oddress) d. STREET ADDRESS - ~ ¢. 5 RESIDENCE 
= 5 “ae if IN mM 
od ‘> |Springfield State Hospital. C=11 Southla@n Lane vesL) NOC 
= 6 3. NAME OF e First Middle Lost 4. DATE Mani Year, 
UR DECEASED OF 
5 {Type or print) John Gennings Holton ee be — a 58 
> 
o 
2 


3. SEK 6. COLOR OR RACE |7. R MARRIED [-],|8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
ia MARRIED [JJ NEVE eo [| hy F3 efnndoy) Mia 
Male ~ White ‘widoweD [} pivorceo [) 3m2h=97 « Pays 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR sali BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 


6 gong met of working if, event ceived) Thr Hopkins Georgia USehe 


13, FATHER'S NAME . 14, MOTHER'S MAIDEN NAME 
I Isade Mortroe Holton Susie Ida Vaughn 
1S. WAS DECEASED EVER IN U. S$. ARMED FORCES? 116. SOCIAL SECURITY Gel 17. INFORMANT © Address 
{Yer. po. oF untnown} {i yer, give war o dates of service) z 
nknown, | Hospital records, 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). and (¢).) 


PART |. DEATH WAS CAUSED BY: Myocardial infarction 


. IMMEDIATE CAUSE (a) ~~ 
4 DUE TO 


Conditions, if any, ea Coronary artery thrombosis 


INTERVAL BETWEEN. 
be T AND DEATH 
ours 


that the death certificate be executed within 24 hoyrs after death’ Page 4 
Then please remave carbon papers. 


gave rise to immediate 
cause (0), stoting the under 


Tr 
ae cause fost. = _,Arteriosclerobic heart disease 
Cc. 


u. $soc SIGNIFICANT Ci TIONS CONTRIBUTING EATH BUT NOT REI :D TO THE SE, GIVEN IN PART 1(a) | 19. tae AUTOPSY 
oefate te qwttht ¥ rowing brain ‘operaty on, without’ azett 

a g 0. Towing ‘s Oo aa oO 
200. ACCIDENT rie piraes Oo 2b. rat HOW INJURY OCCURRED. (Enter noture of injury in fort 1 o Port It af item 18.) 

OR CONTRIBUTING L] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER} 

20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED —[20e. PLACE OF INJURY IHome, fase, 1208. (City or town) (County) {Stote) 

Hour o. m. While Not while, factory, street, office bldg., etc.) | 
pm. 19 lot work [] ot work std i 


21. | certify that | attended the deceased fram. , 19222_.that | last sow the deceased 


alivezon: eS = ., aes ;- and that death occurred otf. Aya, fram the causes and an the date stated above. 
ADDRESS (Street, cng or town, stote) DATE og 


ACTUAL Lh trrttea a el! ba fFe,,., Springfield State Hospital 


jires 


ate has been signed by the attending physician and campletely 


MEDICAL CERTIFICATION. 


priar ta burial, crematian, ar remavol, and in any event within 72 haurs_ofter death. 


rd be detached far use as the burial-transit permit. 


OR ATTENDING PHYSICIAN: The law requ 
ed by the hospital ar attending physician. 


RECTOR: After this certi 


o 
c { eins 
ce. ! cade / agustin del Campo. M.D. 
gb ? ‘Wo. BURIAL, CREMATION, ATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town. or county) (State) 
fh: Barat | 6 Ap aye Arlington National Cem.- Arlington, Virginia 
ef - 23, FUNERAL DIRECTOR’ e's ADDI h St oW Bao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE i 
maga «(| Mhte"S'S"ECBLHSS CovezaCnangton, Dt0s"* [ony 1059 Oud acd 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 06698 
6706 CERTIFICATE OF DEATH Ln, ee 


gove rise ta immediate 


& e 
> 3 i 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare odminion) 
2 0. Cl a. b. COUNTY 
2 £3 Carroll MARYLAND aryland 
=a 
£ Be b. CITY OR TOWN [If outside corporate limits, write | ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
2 § 3 RURAL and give nearest town} 47 4 3 
%, 2 e ays Baltimore : ra fi 
abe = henry ton 4 
Ls os 3 d. NAME OF HOSPITAL (If nat in hospital, give street oddress) d. STREET ADDRESS e. tS RESIDENCE 
. #5 OR INSTITUTION 7 ON A FARM? 
od Henryton State Hospital 913 Myrtle Avenue ves] nox 
25 2. NAME OF Fiest Middle lost 4. DATE Month Doy Year 
= - $ 
& 28; {Type or print Flora Mae Irvin OeATH dune 2319-58 
= Dp 
}. SEX 6. COLOR OR RACE | 7. 8. DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
z 2 5. si MARRIED [7] NEVER MARRIED eS Amite el elrinseey ane 
4 0) - ts. 
> s¢ Female Negro |Wioowen He _Divorce i1-17- " 
3 & Wa. USUAL OCCUPATION (Give kind af wark dane} 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (State ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
3 cy during mast of working life, even if retired) 
Sete Domestic Concord, Ne Ce USA 
OG 
a 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
5 
2 8 
B ge Unknown Carrie Dean 
= 8 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? [16 SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
= E {Ye no, oF unknown} {It pes, give wor ar dates of service) 
& otk. No. | Unknown Flora Mae Irvin - Patient 
£ 2 — 
% 8 ¥8. CAUSE OF DEATH [Enter only one couse per line for (a), (b). and {c).] INTERVAL BETWEEN 
7 a PART |. DEATH WAS CAUSED 8Y: 
g oe TART: OFATHMEDIATE CAUSE fj Sar adve bilateral pulmonary The. with cavitation 
5 te A DUE TO 
£ Canditians, if any, which (by 
$ 
3 
or 
= 
z 
2 
° 
2 
= 


cause {a), stoting the under- ( CUETO 

§ lying cause lost. {c} 
‘3 z Pact Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. Was AUTOPSY 
2 Q 
a 3 yes] Nof] 
> = 200. ACCIDENT WAS UNDERLYING C]__ | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Port Il af item 18.) 
s & | OR CONTRIGUTING C1 CAUSE OF DEATH 

& | UF EITHER, NOTIFY MEDICAL EXAMINER) 

& [20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f, (City or town) (County) (State) 

5 Hour a.m. While Nat while factory, sreet, office bldg,, ete.) | 

3 p.m. 19 fat wark (J of work ' 


|, ¢rematian, or removal, and in any event within 72 hours ofter death. 


21.1 certify that | attended the deceased from________________. aa aoe oe 
Olive’ ans ce tte he a) 12_____._, and that death occurred at_____ 


ACTUAL 4 . Wer. lary i) . aes 


SIGNATURE. 


NAME ttyes) Ee Me Maculans, M. D., Supt. 


, 1%. WW, that | last saw the deceased 


_M, fram the causes and an the date stated abave. 
ADORESS (Street, city ar town, stote} DATE SIGNED 


n, Maryland 


After this certificate has been signed by the attending physician ond completely filled i 


be detoched for use os the burial-transit permit. 


ed by the hospito! or ottend 


, 


RECTOR 
prior to buriol, 


TO HOSPITAL\OR ATTENDING PHYSICIAN: 


pees 
esas J 
£279 Za. BURIAL, CREMATION, | 22b, DATE THEREOF Zc NAME QF CEMETERY OR CREMATORY 22d, LOCATION (City, tgyn. oF caunty) (State) 
~S5 et REMOVAL (Specify — Se Ch tet . : 
3 82 Lad La 2 ihe py shales BA AAIAMITL 
= 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS AIS (4) @} . & 
15M 10/57 DATE JUN 2 5 '58 PRI duced 


t MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : 
6707 CERTIFICATE OF DEATH cee OUR 


m ) 1, PLACE OF DEATH 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 

£3 2 COUNTY GQanrolt mannano || oO Mary and b.COUNTY” Montgomery 

Bes b. CITY OR TOWN [If outtide corporote limils, write [¢, LENGTH OF STAY IN Ib | ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) | 

3 RURAL and oer a _ town) Vv 

$2 Sykesvi Tyrs.dmos.214 RYE: Clarksburg Ti ee 

22 = |e RAM OF — (If not in hospitol, give slree! oddress) a. STREET ADDRESS = 1S RERIDENCE 
- / Shringfield State Hospital None waa 

& ® 3. NAME OF Middle tost 4. DATE Month Doy Year 

23 {Type oF print) Harriett Garfield Watkins KING 6, 1958 

ao $. SEX 6. COLOR OR RACE ]7. MARRIED PG NevER MARRIED [] |8. DATE OF BIRTH 9. AGE ie i FUNDER 24 HRS 

3 2 Female White wivoweo[] —sbivorceo [J 1881, Aug.29 ager ey. uP 

5 


that the death certificate be executed within 24 hours after death: Page 4 


(IF EITHER, NOTIFY MEDICAL EXAMINER} 


MEDICAL CERTIFICATION 


R ATTENDING PHYSICIAN: The fow requ 
ed by the hospital ar attending physician 


€ a 10a USUAL OCCUPATION, ind of work done|10b. KIND OF BUSINESS OR INOUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
Ses during most of working life, even if retired) 
2ts Housewife - Maryland USS aks 
ss my 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Sc 8 
Ser Julius Watkins Amanda Watkins 
se £ 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
age {Ye unknown} {IE yes, give wor or dates of sere} S inefiela State H ital R ae 
Pork [) - = ipringfie. a ospital Recor 
ol er 
e 3 = 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-} INTERVAL BETWEEN 
5 5 ee PART |. DEATH esate cave io) _AGenocarcinoma of breast with metastasis ears: 
ese sans 
£5 Hi / DUE TO 
= 
fit Conditions, if ony, which 
3B BES gove rise to immediate e 
= Stee couse (a), stoting the under. ( CUE TO 
25 2 lying couse lost. {c} 
S 5 = I. OTHER SIGNIFI jT CONDITIONS, TRIBUTI DEATH BUT NOT RELATED TO THE TERMINAL DISEASE INDI IVEN IN PART I(o}| 19. ees ay 
£25 c.B.8.a 50F with “etre cedist, with cerebral arteriosclerosis, with 
B38 S3ye c reac ve) N 
ene 200. ACCIDENT WAS UNDERLYING [] os DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 1B.) 
S65 OR CONTRIBUTING [] CAUSE OF DEATH 
° 
= 
& 
rs 
€ 
o 
& 
3 
2 
& 
& 


> 2c. TIME OF INJURY “Month, Day, Yeor [0d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, 120. (City or town) (County) (State) 
So HGOdarer ei tite Not wile factory, street, office bldg., etc.) ! 
a < p.m. 19 lat work [J of work i 
£3 21. | certify that | attended the deceased from October 20, , _toJune 6) , 1929. that | lost saw the deceased 
KH 
28 oliveon dume 5, 19 2__,_, and that death arb Jott _.M, fram the causes and an the date stated abave. 
Ss Ed, Sprinefield rst see Tt tt or reed DATE SIGNED 
U, lee. oa a 0: . 
= 23 f Be CM pte ln Ha ees Sa a i eee 6/6/58 
7a. | TRSSENS Edmund Lusthaus, M.D. Sykesville, Maryland 
rn we a ne eee: 
Pa eed 20. BURIAL, CREMATION, | 22b. OATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (Stote) 
2 52 BS Bai aare? oO OG wt 
SESS ur June 1 Bethesd h Brownings e Md 
2 ie 23. Fi rf IRECTORL SISMIATUR _// ADRESS 2a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
vs A151) Ces ‘3 Old U amascus, Md, 2 
15M 10/57 ul pate JUN 1 0 '58 


1 _ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6708 CERTIFICATE OF DEATH sign Poe OO 


ce i } 

3 AF 1 PLACE OF DEATH vs USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 

Ms bi °. b. COUNTY 

53 Carroll MARYLAND Maryland Balto.Co, 

Bie b. CITY OR TOWN (If outside corporate limils, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If ovlside corporote limits, write RURAL ond give nearest tawn) 

5s. RURAL ond give nearest town) 

32 Sykesville Royrs,lmos.2idays Essex, Baltimore County : 

= 2 2 d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS e. tS RESIDENCE 

. / OR INSTITUTION ON A FARM? 

a Springfield State Hospital Unknow ves [] No 

6 3. NAME OF First Middle lost 4. DATE Manth Do, Yeor 
a DECEASED OF " 
3 (Type or print) Carrie Litsky DEATH June 2hy 1958 
S 9. AGE (In yeors IF UNDER 24 HRS 
ha lost birthdoy) Hours] Min, 


5. SEX 6. COLOR OR RACE |7. marRieD[[] NEVER MARRIED [] | 8 DATE OF BIRTH 
Female White |wirowen g] pivorceo [] 1871 


12. CITIZEN OF WHAT COUNTRY? 


th. 


Wo. USUAL OCCUPATION (Give kind of work dane} 10b. KIND OF BUSINESS OR INDUSTRY [1). BIRTHPLACE (State or foreign country) 
during most of working life, even if retired) 7) aot q 
Farm laborer la Lip LE Czechoslovakia Czechoslovakia 
I 13. FATHER’S NAME E: 2 14. MOTHER'S MAIDEN NAME 

Unknown Unknown 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Address 
{Yes, no, oF unknown) {it yes, give war or dates of service) 

No - Springfield Hospitel Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). and (c}-) 


Ne OMeokte Cause (o)___ Hypertensive cardiovascular disease. 
DUE TO 


INTERVAL BETWEEN. 
fel T AND DEATH 


arse 


Then please remove carban papers. 


thot the deoth certificate be executed within 24 haurs ofter death: Page 4 
|, and in any event within 72 hours off, 


Conditions, if any, which 
gove rise to immediate 


ires 


os, cove (0), toting the under. ( DUE TO 
v¢ lying couse lost. « 
38 3 ai a. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a}|19. Adak Sela | 
2 4 . er eae ee eens 
ea ole afanoid condition, Diabetes Mellitus. ves) NO PF 
Vv 
= -. = 200. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port I af item 18.) 
25 & | OR CONTRIBUTING C] CAUSE OF DEATH 
£ U [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
s ~ 
3 & |20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED — |20e. PLACE OF INJURY fHome, farm, | 20f. (City or town) (County) (State) 
3 fay Hour 9. m. While Not while foctory, street, office bldg., etc.) ! 
= = p.m. 19 lat work [] of work] H 


21. | certify that | attended the deceased fram.__OCte 205... 192, 10 June 2, _, 1958. that | lost saw the deceased 
and that death occurred at_ 


SPM, fram the causes and an the date stated abave. 
ADDRESS (Street, city ar town, stote) DATE SIGNED 


alive an_ 


RECTOR: After this certificate hos been signed by the attending physician and campletely filled 3 


c 


be detached for use os the burial-transit permit. 


ed by the hospi 
prior ta burial, cremation, ar removal 


NAME ites Edmund Lusthaus, M.D. 


TO HOSPITAL.OR ATTENDING PHYSICIAN: 


@aee 
eS 

&2 pals 2c, NAME OF CEM sir OR 6 y 72d. LOCATION (City Aown, or county) (Stote) 

eS oS Z, Z y Z A, ¥. & 

ze ge Litt (‘hj LL oe 
ia DRESS Pe io ae da. REC'D BY REGISTRAR | 24b. bythe JATURE 

VS.A15 (4) ‘  fetthtpeltel, rec 58 

15M 10/57 a 24 ele, 7G SNE 3 0 U SRA 


a 


a 


the funeral directar, 
shauld be filed 
(=) \ va 


4 


ficate be executed within 24 haurs after death: Page 4 


Then please remave carbon papers. 


ined by the attending physician and campletely 
vent within 72 hours after death. 


ite has been 


ECTOR: After this certifi 
be detached for use as the burial-transit permit. 


ed by the haspital ar attending physician. 
the registrax prior ta burial, cremation, ar removal, and in, 


, 


may be ret 
TO FUNERA' 
page 3 sh 


3 
3 
€ 
°° 
3 
a] 
° 
2 
8 
£ 
3 
3 
oc 
& 
3 
2 
° 
z 
# 
- 
= 
2 
E 
a 
ry 
2 
oa 
z 
é 
rs 
E 
< 
4 
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et 
< 
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= 
& 
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= 
° 
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VS ANS (4) 
1SM 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 6 9 iki 
i CERTIFICATE OF DEATH a iar : 


Tr jae: really 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
°. UI 


arroll_. om Maryland °°” Baltimore 


b. CITY OR TOWN (if outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (I outside corporote limits, write RURAL ond give nearest town) v 
RURAL ond give nearest town) ae 
iS 18 Months || Burs Randa own a 


d. NAME OF veda (lt not in hospitol, give street oddress) | d. STREET ADDRESS. e. a RESIDENCE 


OR INSTITUTION INA FARM? 


Pullen pareing ieee ves NOD) 
a Middle 4. DATE Sie Doy Yeor 
pectaseD 
(Type or print) Joseph Lun. Mneé 2 Beata Sunk & 9 6 & 


5. SEX 4. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEAR| IF UNDER 24 HRS. 
los anne Months] Days | Hours | _ Min. 
™ Whi wipowen [1] Divorced [] Oct. a 29, 1876 _ 6 yes. 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE wot Saws or foreign 181 12. CITIZEN OF WHAT COUNTRY? 
during most of working fife, even if retired) 
Farme own farm Maryland U.S.A. 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Herman Luttmer Catherine Oberman 
1s. Ape DECEASED EVER IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


“Yo _|"'None """"|_None Mr, William Hanley, Randallstown, Md. 


18. CAUSE OF DEATH [Enter only one couse 7 tas line for (0), (b), ond (c)-] INTERVAL BETWEEN 


rE 
PART I. DEATH WAS CAUSED BY: SEL Se eee 
IMMEDIATE CAUSE (0) Lotarsey 9 
DUE TO / 


Conditions, if ony, which 1 
gove rise to immediote 


couse (0). stoting the under- DUE TO r 

Mang ceveelest.; tc 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. Ge 
ves) not] 


200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
‘OR CONTRIBUTING E] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, aod 120 {City oF town) jaan am 
Hour o.m, While Not Ste foctory, street, office bldg., 
p.m. jot work [J ot work ihe 


=, 19.£8. that | last saw the deceased 


fj WL, to Yen! 
Se. and that death occurred ot 3 P , fram the causes and an the date stated above. 
[ADDRESS {Strget, cjty or town, ee 


MEDICAL CERTIFICATION 


ba (ON LIA te CLA 


PHYSICIAN'S 
WAME (Type) Howard ol te Melee 0 


To. BURIAL, CREMATION, [mb DATE TF THEREOF Wc. NAME OF CEMETERY OR CREMATORY 2d. ae (City, town, or county) (Stote) 
REMOVAL (Specify) _ * * Q f 
LA Pikesville 8, Ma and 
ai SSIGNAT é 2do. REC'D BY REGISTRAR | 24b. RECHSTRAR'S SIGNATURE // 
ce 
Z Lr eenlie ] fan nti Sf has 


ee tg 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 . 
6710 CERTIFICATE OF DEATH aes, oun ne JO C12 


mi 


mm ee c 

& 3 is Le Lo call 2. eee (Where deceased lived. {1 institution: Residence belore admission) 

& 53 Mi Carroll MARYLAND || ° Maryland pape a 

< ar) 3 b. KAM eae (lf “ad pe corporote limits, wrile | ¢. LENGTH OF STAY IN 1b. c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) J 
3S o eco rest town) 

alee ral = “Sykesville 3lyrs.1Omos. Baltimore 

eae - et d. NAME OF HOSPITAL (II not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 

o ee / OR INSTITUTION ON A FARM? 

er Springfield State Hospital —_ ves (] No CX 

2 so 3. NAME OF First Middle tot 4. DATE Month Do Yeor 

tg aE, (Type or print) John - MAJDIE DEATH June 5 19 58 

: 

KS 3 S. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED FX] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 

= o lost bitthdoy) Min 

Ra é male white wivowen [] pivorceo) | unknown 2 yn. . 

3 g 100, USUAL al ta (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 

& Ee aes ‘of working life. even if retired} i 

¢ 38 unknown Hungary Hungary (alien) 

¥ 3 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

2 38 unknown unknown 

ee 

i ° . CEA: RI |. $. ARME RCES? | 16. 17. INFORMANT Add 

= 2 18, WAS DECEASED EVER IN U. S. ARMED FORCES? ]16, SOCIAL SECURITY NO. F = Sykesville, Md. 

$ Me no -—- unknown Records of Springfield Ytate Hospital 

3 HW 18. CAUSE OF DEATH [Enter only one couse per ra for (0), (b). ond (¢)-] INTERVAL BETWEEN 

a a PART |. DEATH WAS CAUSED BY: 

2 § IMMEDIATE CAUSE (o} Coronary occlusion minutes _ 

= ix ' DUE TO 

° 

£ 


Conditions, if ony, which w_Hypertensive cardiov: 


gove rise to immediote 
couse (o}, stoting the under: 
lying couse lost. Qo" 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN 1N PART 1{0)|19. WAS AUTOPSY 
s Pe See ar PERFORMED? 
chizophrenic reaction, hebephrenic type ves) No 
20a. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature ol injury in Port 1 or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF NFER, NOTIFY MEDICAL EXAMINER) —_— , 
f20c. TIME OF INJURY Month, Day, Year |20d, INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County} {Stote) 
Hour 9. m. While. ict anil, foctory, street, office bldg.. etc. ' 
Pm. 1 lot work TJ of work (] == Et 


21. | certify thot | ottended the deceosed from July 31. 19.55, to_June_5 , 19.-58,that | last saw the deceased 
alive wanes , and that deoth occurred at_LihSP.M, from the causes and an the dote stoted above. 
ACTUAL 

SIGNATURE, 


ites 


. nding physician. 
ECTOR: After this certificate has been signed by the attending physician and completely filled 


# 


rs 
Q 
= 
< 
a 
= 
& 
ire 
o 
7 
< 
y 
Fay 
ire 
= 


ADDRESS (Street, city or tawn, stote) DATE SIGNED 


mo. ..Springfield-Shate Hospital _____ §/6/58._.. 


ATTENDING PHYSICIAN: The law requ’ 


ed by the haspitol ar 


be detached far use as the burial-transit permit. 
prior ta burial, cremation, ar remaval, and in any event within 72 haurs ofter death. 


deuce Se ee era _-Sykesvill 2. Maryland 
Luo 
e 5 af Bap CREM: oN Te. We OF CE - Mideas 2d. oo) BoP own. or county} wip) 
cS} 2 w ee cro 24a, REC'D BY woe ay $,5IGI aoa 
oe oar _ UN 1 0 5§ es 


ae" 


the funeral director, 
should be filed with 


4 


Pages | at. 


Then please remove corbon papers. 


that the death certificate be executed within 24 hours after death: Page 4 
the registrak priar to burial, cremotian, ar remaval, and in ony event within 72 haurs after death. 


ires 


‘onsi? permit. 


hysician. 
ECTOR: After this certificate hos been signed by the attending physician and completely filled i: 


ing pl 


LOR ATTENDING PHYSICIAN: The low requ 


3 
5 
a 
3568 
SNe 
si: 
a2 
223 
283 
eo 
5 
pes: 
eo 
Seae 
p25: 
E52 y 
ofo 
- 
VS AIS {4) 
35M 10/57 


\ 


Te. 


I 


$ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0673 
CERTIFICATE OF DEATH i 


oy Reg. Dist. No. 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If iostitution: Residence before odmission) 
Carroll MARYLAND Maryland biCOUNTY SE gro ila 
b. CITY OR TOWN { auhide corporote Timits, write | ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
Sykesvilie 8mos. 2days Westminster 
d. OR INSTITUTION {If nat in hospital, give street oddress) | , ¢. STREET ADDRESS e 5 RINE 
Springfield State Hospital “92 E, Main Street ves) No 
3 NAME OF First Middle Lost 4. DATE Month Day Yeor 
(Type or print) Joseph Clayton MANGER DEATH June 23i5 19 58 
5. SEX 6, COLOR OR RACE |7. MARRIED PS] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE in bee TE UNDER 24 HRS. 
Male White winowed [] pvorceof] | May 12, 1881 cd Ma: Pea e- 


10a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


Plasterer = Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
George Manger Mandy Stansburg 
ee WAS. Peoiete Gals U.S. pave We Ses! 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
as Hieron) Vet rn tae or de ck verve S ' . 
No - 218-03~6902| Springfield Hospital Records: 
18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and (c).] INTERVAL BETWEEN 
oe | DEAT NDDIATE Cause (o)____ Br onchopneumonia. Ba: 
f sODERK 
eamaniGne itanyanen % Cerebral arteriosclerosis. 
gove to immediate | io “rte 
couse {a}, stating the ynder- 
Hiei ___ Generalized arteriosclerosis, 


0 He STG MEN CEPR LUTE ANE WET CEP LBUOL PERS ME tI mY” REALE 


osyeno 


22 on 
Oo. ACCIDENT Ne herese ore a 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part II of item 18.) 

OR CONTRIBUTING [] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, , 20F. (City or town) (County) (Stote) 
Hour o, m. While Not while foctory. street, office bldg., etc.) | 
pom. Ww jot work [7] ot work [7] ' 


21, | certify that | attended the deceased from October 21, 1957 to June 23, , 1922 __that | last saw the deceased 


z 
Q 
= 
< 
= 
= 
= 
= 
Fa 
uy 
< 
S 
a 
3 
= 


alive on_2une 22, 1228, and that death accurred ot 22004 yy, from the causes and an the date stated above. 
ADDRESS (Street, city or town, stole) DATE SIGNED 


no, Springfield State Hospital 6/23/58 


ACTUAL 
SIGNATUR! 


u 
PHYSICIAN'S. 


Nantttna/ Agustin delCampo, MeD. * = Sykesville, Marylands 


‘2c. NAME OF CEMETERY OR CREMATORY %2d. LOCATION {City, town, or county) (Stote) 
EB IE ~ 76° 5°S| APP/DE ery. Westry/ys “1p 


Zdo. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNA' JRE 
p 


23. FUNERAL DIRECTOR'S SIGNATURY ADDRESS, om 7 re 
Naviel Laake ad Usel rr11707 %ybpared UN 2 6°58 


DALLA 


the funeral director. 
shauld be filed with 


‘ 


an 


Pages 1 


i papers. 


ae 


Then pleose remave ci 


ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 haurs after death: Page 4 
, erematian, or remaval, and in any event within 72 hay 


ed by the haspital or attending physicion. 


: 
the af Priar ta burial, 


ECTOR: After this certificate has been signed by the attending physician ond completely filled 


be detached for use as the burial-transit permii. 


may be 
TO FUNERA| 
page 3 sh 


S 
a 
“ 
9 
=x 
co) 
a 


VS AIS (4) 
15M 10/57 


death, 


Mi 


~ 


cae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 67 04 
6712 CERTIFICATE OF DEATH si itches 


2 eis Soe (Where deceased lived. If institution: Residence before odmission) 
a. STAI 


1, PLACE OF DEATH 
0. COUNTY 


= b. COUNTY 
Carroll eg nd Maryland 7 
b. CITY OR TOWN {If outside corporote limits, write ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond git rest town) ge 
Siar ras a” 


Rural = Sykesville 


@. NAME OF HOSPITAL (If not in hospital, give street oddress) d, STREET ADDRESS. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital _ 625 S. Bethel ves (NOD 
3. NAME OF First Middle test 4 BATE Month Doy Yeor 
(Type oF print Cornelius 5. MILLS DEATH June nie 19 58 
S. SEX 6 COLOR OR RACE }7. MARRIED] NEVER MARRIED [1] | 8- DATE OF BIRTH 9. AGE (In Sp If UNDER 1 YEAR[IF UNDER 24 HRS. 
os oy! in. 
male white wipowed [J bivorcto (] Jane 7 ’ 1867 oye yn. et 


11. BIRTHPLACE (Stote or foreign country] 


Baltimore, Maryland 


14. MOTHER'S MAIDEN NAME 


12. CITIZEN OF WHAT COUNTRY? 


ara poss" life, even if retired) cutesy United. States 


13. FATHER'S NAME 


Thomas W. Mills 


10a, USUAL OCCUPATION (Give kind of work PTs KIND OF BUSINESS OR INDUSTRY 


Sarah Ann 
E CEASED EVER IN U. S. ARMED FORCES? /1, 1At u 17, INFORMANT Addr 
TERRES pe cee |S SHAAN “Bykesville, Wd. 
no | _— Pies Records of Springfield State Hospital 
1B. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (cl.] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: isa hao Slee 
é IMMEDIATE CAUSE (0) Disease _ a 
40.0 DUE TO 10 yrs 
Conditions, if ony, which mh 
gove rise to immediote 
couse (0), stoting the under- DUE TO 
lying couse lost. fe) 
7 Paar tl. OTHER SIGNIFICANT CONDITIONS: CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io) /19. WAS AUTOPSY 
CBS_assoc, with disturba eyabolism, growth cr nutrition, with a Oe 
n eb n aisease, with ps ho re on O xO 
20a. ACCIDENT WAS_UNDERLYING (7 Ob. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item IB.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOMA MEDICAL EXAMINER) -_— 


20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour a, m. While Not while eet Fey a ee eo: 
pm 19 larworn [ot work a io 


21. | certify that | attended the deceased from duly 37 ______. » 19.55, to___sune12___., 1956 that | last saw the deceased 


MEDICAL CERTIFICATION 


alive an_dune 12, 19 56_ d., and that death accurred at _lj:10P Mm, fram the causes ond on the date stated abave. 
4, ADDRESS (Street, city or town, stote) DATE SIGNED. 

SONATURE mo. SpringfieldState Hospital ____ 
PHYSICIAN'S 
Name (yee__Walter Knopp, M.D. Sykesville, Maryland 

‘220. BURIAL, CFE TON ‘22b. DATE THEREOF ‘2c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) [Stote) 
BuRTAR” | 6-16-68 Cedar Hill Cemetery Baltimore 25 

23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do. REC'D BY REGISTRAR 


‘ab. aah saps 2 


William Cook, Inc.,1217 St.Paul Street Np Bate 


cate JUN 1 6 '58 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6713 CERTIFICATE OF DEATH 


=i 


6705 _ 


Reg. Dist. No. 
M ) 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If intution, Residence before odmission) 
°. a) a. b. COUNT 
“ -APRROLS MARYLAND ib, oi Rowe 


b. CITY OR TOWN (If outside corporote limits, write c. CITY OR TOWN (If outside carporote limits, write RURAL ond give nearest fawn) 
RURAL and give nearest fawn) ? 


¢. LENGTH OF STAY IN Ib 
a) ae $ 
ax. WE ST! LUNE STIPJYST EL 
d. NAME OF HOSPITAL (If not in hospitol, give stree? address) , d. STREET ADDRESS: e. 1S RESIDENCE 
OR INSTITUTION {f ON A FARM? 
C% ; Ho 2 ! ves NOD) 


3. be tenn First Middle lot 4 eae Month Doy Year 
{Type or print) Wf FR4 j S706 PE OEATH Jy (2) Ww 5S 


the funeral directar, 


‘ 9 


Pages 1 a! 


2 shauld be fi 


S. SEX 6. COLOR OR RACE | 7. vi 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER 24 HRS. 
Zs MARRIED [_] NEVER MARRIED [S se in aeor 
wioowen [] ovorceo] | P17 aye] fe OQ 


42, CITIZEN OF WHAT COUNTRY? 


VS A 


ring most of working life, ever tired) ~ 
jp ET )HIO 


14. MOTHER'S MAIDEN NAME 
OZ af or oa 


1a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Buds ‘or foreign country) 


th 

bend 
V, 
Ss 
¥, 


cate be executed within 24 hours after death. Page 4 


; ye Nf Vs Ce Lae = 
Ei D ATH AA CMtA2) CG oan, Kirrn, oz 
18. CAUSE OF DEATH [Enter only one couse per ling for (0), 48), ond (c).] Z : INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: 7 a a ; 4 2L, ONSET AND DEATH 
- IMMEDIATE CAUSE (0 i?) O'Aiargd> 


Then please remave carban papers. 


|, cremation, or remaval, and in any event within 72 haurs after deg 


ead ‘ DUE TO , 7 J 
Conditions, if ony, which . 0 BLL ET Caer is 

gove rise ta immediote DUE TO () Y, 

co¥se (a), stating the under- g J 

lying cause lost. eee. FtE AA Q AL 7, Eo Fhan~ 


Pant Il. OTHER SIGNIFICANT CONDITIONS ZONTRIBUTING TO DEATH BUT NOT RELATED JO THE TERMINAP/DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
Mi 
PZ. vs] no 


200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Port Il af item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY Home, form, | 20f. (City or town] (County) (Stote) 
Hour a.m. rea While Not while foctary, street, office bldg., etc.) | 
pom. AN. 19 Jot work 2) of work : i 


21. | certify that ! attended the deceased-from APO 2 -/__, 94E, ta Ga FP __., SBS hot | lost saw the deceased 


ative an_._ 2.22? SS , and that death accurred ey Ba fram the causes and on the date stated above. 
DATE SIGNED 


Ren ee 


MEDICAL CERTIFICATION 


be detached far use as the burial-transit permit. 


ACTUAL 
SIGNATURI 


a 
2 
2 
a 
3 
9 
§ 
a 
© 
S 
. 
se 
W 
ES 
= 
a 
> 
3 
ba) 
(2 
= 
3 
e 
= 
> 
5 
g 
je 
2 
Q 
o 
a2 
3 
3S 
2 
rt 
es 
5 
i] 
te 
s 
< 
& 
8 
a 
= 


OR ATTENDING PHYSICIAN: The low requires that the death ce: 


lajned by the haspital ar attending physician. 


t prior ta buri 


PHYSICIAN'S 
NAME (Type) 


x aC 
Pla anil a 
rer eae igen aay ORTE THERE GE 5408 ‘OF CEMETERY OR CREMATORY 2d, LOCATION (City, town, or county) (Stote) 
>> aa Q peci a i ~ 

“io SLAY L- St £6 an LL LER, LL] Bac. 
- F 3 INERAL DIRECTOR’; TURE ADDRESS, ‘24a, REC'D BY REGISTRAR ab, REGISTRAR'S: TURE 

(Sieoed LL ambi Walrrinicer 1A Vea se Us 
ww \. VAaerd Liana Welrercte 2°77 loa 1 8 (wd 


1 


should be filed with 


hours after deoth: Page 4 
the funeral 


” 


pletely filled in 


Poges | an 


death. 


Then pleose remave corbon popers. 


-transit permit. 


ECTOR: After this certificate has been signed by the attending physician and com 
the registran prior ta burial, cremation, ar remaval, and in ony event within 72 hours oft 


d by the hospital ar attending physician. 


é 


poge 3 sh 


LOR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 
be detached far use as the buriol: 


moy be ret 
TO FUNERAI 


TO HOSPIT, 


VS ANS (4) 
15M 10/57 


ey 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH eee, 


06706 


V brs eo a ee arta ha (Where deceased lived. If institution: Residence before admission) 
3 oO. b. COUNTY 
Carroll sitar Maryland Washington 
b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) v 
RURAL ond give nearest lown) 2 
Sykesville mo, 16days Gapland 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION, ‘ON A FARM? 
Springfield State Hospital - ves (]_ Nod] 
K fone: First Middle Lost 4. sag Month Day Yeor 
{Type oF print Ira Clayton MOSS DEATH June 35 19 58 
5. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED [] |B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS 
lost birthdoy) iC Y 
Male White |wiooweo] —oworceopy | January 9, 188) if "| Mooths] Boys | Hour | Min. 
10a. USUAL ee “. kind ed khaled 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ring most of wgrking life, even if reli 
Haliroad trackman Railroad Maryland U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Henry Moss Catherine McBride 
a, WAS psec wel us. tye? ae 16. SOCIAL SECURITY NO. ]17. INFORMANT d Address 
ei siear telnet) Li W ie gaa es reetateI eae . 
No my 0S- OF-T7/) | Springfield State Hospital 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: ONGREEND DEATH 
IMMEDIATE cause foL___ Myocardial infarectim i. 
7 i QUE TO 
Conditions, if ony, which w__Cormary thrombosis Days 
gove rise to immediole DUE TO 
« {0}. stoting the under- 
Iying couse loot, __Arteriosclerotic heart disease Years 
a Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yo) |19. WAS AUTOPSY 
C3 C.B.S.assoc.with cerebral arteriosclerosis with psychotic reaction. WE) Not] 
Vv 
= 20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 18.) 
oe OR CONTRIBUTING CAUSE OF DEATH 
G (IF EITHER. NOTIFY MEDICAL EXAMINER) 
3 20, TIME OF INJURY Month, Day, Year | 20d. INIURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, ; 20f. (City or town) (County) {Stote) 
6 Hour a.m. While. Not while factory, street, office bldg., etc.) | 
= p.m. 19 lot work [] of work [J H 
21. | certify that | attended the deceased from_ADFA1_17,._. 168 . 19.58 that 1 lost saw the deceased 
alive on__g. © 2, Bee xe = 192D 8) and thet death occurred at £ 4. _M, fram the causes and on the date stated abave. 
a ie = 2 @ ADDRESS (Street, city or town, stote) DATE SIGNED 
rae fgtidlin abl. Cary 4 Springfield State Hospital 6/3/58 _ 
PHYSICIAN'S Agustin delCampo, M.U% Sykesville, Maryland 


NAME (Type) 


jown, of county) {Stote) 


‘Wc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. 
EMOVAL (Specify| a 5 
— | Bue Here 51956 |PRownsyiete Cemerrey | PRownsvire Was. Con Ni 
E 


tr B, INERAL DIRECTOR'S SIGNATUI ADDRESS. 
\ (Aaat ~ Orla 


2do. REC'D BY REGISTRAR | 24b, REGISTRAR’S sion 
58 o Ap 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0) 6 707 
6715 CERTIFICATE OF DEATH ; 


Reg. Dist. No. 
3 = is asi 2. bgeiare suse (Where deceased lived. If institution: Residence before admission) 
if 3 E x 
£3 5 Carroll Maryann |} ° Maryland BACOUNTY: Gemma 
Be b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 
$a RURAL ond give neurest,town) 3 
$2 ne aneytown 5 years x Taneytown 
oS ? 
-, 2 " d. NAME OF HOSPITAL (If not in hospitol, give street oddress) , &. STREET ADDRESS. e. IS RESIDENCE 
= 0 OR INSTITUTION / Bre < ON A FARM? 
er lo Frederick Street yes] No PY 
£6 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
- 1 o 
$ (Type or print) liga Elmer Metter beam June 21, 1958 19 
s 5. SEX 6. COLOR OR RACE |7. MARRIED [2] NEVER MARRIED (-] | 8. DATE OF BIRTH 9%. AS {in yeor if UNDER } YEAR] IF UNDER 24 HR 
- bie i Months! Do; 
Male White wipowen [] oworceo[} |October 12, 1878 ii mk 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (Stote or foreign country) 
during most of, warking life, even if retired) 
Retired Farmer Own Farm Maryland 
14, MOTHER'S MAIDEN NAME 


13. FATHER’S NAME 
William H. Motter Mary E. Knott 
17, INFORMANT Address 


e WAS Lorie sal da U. S, ARMED FORCES? |16. SOCIAL SECURITY NO. 
fax, no, oF unknown) (it yes, give wor or dates of tervice) ° ® 
Clarence J. Motter, Taneytown, Md. RD. 
ere BETWEEN 


no 
1B. CAUSE OF DEATH [Enter only one cause per line for (o}. (b), ond (c).) T AND DEATH 
hs er 


12. CITIZEN OF WHAT COUNTRY? 
U.S.A. 


th, 


hx 


PART I. DEATH WAS CAUSED 8 ° Fa 
IMMEDIATE CAUSE oO) 


DUE TO 


Conditions, if ony, which er in rehetel. Aitexsaoctes Bye Geewrez 


gove rise to immediote 
couse (0), stoting the under- ( DUE es 


aa = 
tying couse lost. fe) Dine et. — na Lattin py lige r, 
Pant If. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING CONTRIBUTING TO DEATA BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}|19. WAS AUTOPSY 


Then please remave carban papers. 


sehicer AC. 


te has been signed by the attending physician ond campletely filled in 


ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death: Page 4 


re) 
g 


o 


z 
& 
Sag 
Bee 5 
paete S| ; 2 PERFORMED? 
a 3| JAahee Caeretsssetido lf, pila al leu. ves] No (BY 
we = | 200. ACCIDENT WAS UNDERUING [)__|20b. DESCRIBE HOW INJUPY OCCURRED. (Enter noture of injury in Port | or Part Il of item ¥B.) 
ans & | OR CONTRIBUTING [] CAUSE OF DEATH 
eog © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Dgs S ]20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 208, (City of town) (County) {Stote) 
3.2 6 Hour 0. m. 19 [While Not white foctory, street, office bidg., eal 
eS 3 p.m. lol work [] ot work (] E 
1S : 2 
i aes 21, | certify that I-gttended the deceased from. 22/77 _______.. ,1992-/ 10_G fa Ang 2 SS that { last saw the deceased 
Hy 
oe 4 3 alive an_____! L Os A 12. Sse and that death occurred at 7? B M, from the causes and on the date stated above. 
= = 
BB° 
ay 3 


4; e ra Pa S J ADDRESS (street, city or town, ste) DATE SIGNED 
ATU Z. ee "Pi ceceghiven., nel bea fh 


the registrar prior ta burial, crematian, ar remaval, and in any event within 72 hours 


= PHYSICIAN'S Ss. 
Se<2 NAME (Type) oe ie V. rope ee es Pee eee 
&SEo 220. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME‘OF CEMETERY OR CREMATORY Wd. LOCATION (City, town, or county) Stote 
er REMOVAL (Specify) rel 
Rice & burai, 6/24/58 Mt. View Cemeter Emmitsburg, Maryland 
ee, SPSL DTORS SoNI RE _7 ADDRESS Zao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

VS A1S5 (4) \ rf 


DATE 


Taneytown, Md. 


5M 10/57 


=_i 


the funeral directar, 
should be filed with 


4 


Pages 


th. 
~ 


lease remave carbon popers. 


that the death certificate be executed within 24 haurs after death: Page 4 


ires 


After this certificate has been signed by the attending physician ond completely filled 
Then 


hed for use as the burial-transit permit. 


ECTOR 


be detoc! 
the registrar prior to burial, crematian, ar remaval, and in any event within 72 haurs afte; 


, 


moy be retaiged by the haspital ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requ’ 
page 3 sh 


TO FUNERA! 


VS ATS (4) 
15M 10/57 


=) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


6708 


Reg. Dist. wold 


in ee 2. dp cy agente) (Where deceased lived. If institution: Residence before odmission) 
Carroll MARYLAND Maryland > COUNTY “Bal to.City 
b. RUPAL eo Re eee roorors fimits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) : 
Sykesville ‘lyrsie2mos ,6days Baltimore BVO l-¢ ¥ 
da aN Trainee {If not in hospital, give street oddress) d. STREET ADDRESS: e. Esdver 
Springfield State Hospital 411 Imle Street ves C] No PY 
3 pas area Fint Middle Lost 4. 2 Month Day Yeor 
{Type or print) Catherine Niewlerowski | cam June 20, 19 58 
5. SEX 6. COLOR OR RACE | 7. MARRIED [X] NEVER MARRIED [-] |B. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS 
Female White _|wivoweo = DIVORCED Unknown | "Borigen | Months] ors eal Min. 


during most of working 


Housewife 


even if retired) 


10a. USUAL OCCUPATION (Give kind of work “ KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE {Stote or foreign country) 


13. FATHER'S NAME 


Unkacwa— John Schab 


12, CITIZEN OF WHAT COUNTRY? 
Poland Poland <2 


14, MOTHER'S MAIDEN NAME 


Uacaowe Agnes Kurgan 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT 


Fen, 10, oF unknown) UE yes. give wor or dates of service) 
| Ppl zag ° - 


Address 


Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (€).] 
PART I. DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE (o)_ Papillary adenocarcinoma of ovary with 


INTERVAL BETWEEN. 
ONSET AND DEATH 


Montha. 


175.0 


Conditions, if ony, which 


DUE TO 


metastasis. 


Gove rise ta immediote 
couse (o}. stoting the under- 
lying couse lost. 


12: 


ae 


PHYSICIAN'S, 


ae sete Edmumd Lusthaus, M.D. 


720. BURIAL, CREMATION, | 22b. DATE THEREOF 
RE (Specify) 


June 
23. FUNEPAL DIRECTOR'S SIGNATU! 


Zc. NAME OF CEMETERY OR 


ADDRESS 


as § Arm 


Uy 


ra Past Wl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{0)|19. Ke be atagd 
<|Schizophrenic reaction, hebephrenic typee PERFORMED’ 
s yes] NO 
= 20a. ACCIDENT WAS_UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port | or Port {I of item 18.) 
& | OR CONTRIBUTING (1) CAUSE OF DEATH 
[UF EITHER, NOTIFY MEDICAL EXAMINER) 
2 
& [20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 5 20f, (City or town) (County) {Stote) 
a Hour 0. m. While Not while factory, street, office bldg., etc.) | 
= pm. 19 lot work [] of work i 
une _€V : oS ,that | last saw the deceased 


----. and that death occurred obs 


od. 
Sete Abert Sur etror<no Springfield Hospital 6/20/38 


St.Stanislaus Cenete 


*M, fram the causes and on the date stated above. 
ADORESS (Street, city or town, stote) DATE SIGNED 


CREMATORY Md. LOCATION (City, town, or county) {Stote) 


1300 Dundalk Ave to, Md. 
24a. REC'D fey ag ISTRAR'S Sli URE 
parUN z < 5 > 


‘ithin 24 hours after death. 


mn 


led with the registrar within 72 hours after death. After this 


be execute: 


INSTRUCTIONS 


a 
= 
= 
e 
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vu 
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£5 
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TO ATTE 


- 


The botto 


TO FUNE! 


ppy of this 


ird 


led in by the funeral director, the 


= 

© 
a 
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O4 
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L DIRECTOR: The law requires that the death certifi 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


g6g1 CERTIFICATE OF DEATH 


O67R9 


Reg. Dist. No.... 


|. PLACE OF DEATH 


COUNTY Carroll 


CITY (If outside corporata limits, write RURAL 
OR end give naerest town) 


own Westminster 


MARYLAND 


LENGTH OF STAY 
(in this place) 


18 months 


2. USUAL RESIDENCE (HOME) OF DECEASED 


couny Baltimore 


(Wf outside corporate limits, writa RURAL and give neerest town) 


Reisterstown 


city 
TOWN 


INSTITUTION OR 
sitet abesad OYGan Convalescent Home 


STREET 
ADDRESS: 


(if rurel give tocation) 


Deer Park Road 


» NAME OF (Middle) 


DECEASED Hank 


(Type or Print) 
SINGLE, MARRIED, 


(Firs!) 


Nanoy 


Owings 


6. COLOR OR 7. 


SEX 
eae Groen LAOWEA, 


8. DATE OF BIRTH 


Sept 28 1892 


Tes) DATE (Won Dev) 
DeaATHU UNE 23 


9. AGE last birthdey IF UNDER 1 YEAR 
6 5 Months | Days 
yrs, 


(Year) 


19? 8 


IF UNDER 24 HRS. 
Hours | Min. 


. USUAL OCCUPATION (Give kind of work 
done during most of working life, even tf 


ried] §~Housewife 


10b. KIND OF BUSINESS 
OR INDUSTRY 


12. CITIZEN OF WHAT 
COUNTRY? 


USA 


BIRTHPLACE (Stete or foreign country) | 


|" Maryland 


|. FATHER’S NAME 


John W Shipley 


| 14, MOTHER'S MAIDEN NAME 


Catherine Yox 


. WAS DECEASED EVER IN U.S. ARMED FORCES? 


IMMEDIATE CAUSE 


ANTECEDENT CAUSE(s) DUE TO 
DISEASES OR CONDITIONS, iF ANY, 


(a) 


16. SOCIAL SECURITY NO. 


17, INFORMANT & ADDRESS: 


Sheldon S Owings Reisterstown Ma 


INTERVAL BETWEEN 
ONSET AND DEATH 


) 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST, DUE TO 


{c) 


TL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
BIStASE OR CONDITION CAUSING DEATH. 


19a. DATE OF OPERATION | 19b, MAJOR FINDINGS OF OPERATION 


20. AUTOPSY? 


yes ((] no (] 


Zib. PLACE (Home, farm, feclory, 


2ia. ACCIDENT WAS UNDERLYING [) 
OF INJURY strest, office bidg., etc.) 


OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


21d. TIME OF INJURY (Month) (Day) 


{¥eer) (Hour) 
mM 


21a. INJURY OCCURRED 
While oo! praes 
at work 


22. I hereby £ertify that ! attended the deceased from. Cia. Ab, ee 10, Fae 


B.A, 


alive 


. BURE W1/CREMATION. 
BSAA LSPECIFY) 


on. Ai ., and that déath occurred at ZZ. ke 
IGN ee } Ce nae 
Z “wo | 33% Meet, [ee 


NAME OF QEMETERY OR CREMATORY 


Bit | } Deer Park stata A 


| 2c, WHERE DID INJURY OCCUR? (City or town) (County) (State) 


| 21. HOW DID INJURY OCCUR? 


Ake Bee 93m, that I last saw the deceased 


fromh the causes and on the date stated above. 


ADDRESS (Street, city, ‘TE SIGNED 


hociuAevhep 4 ‘LP 


LOCATION (City, town, or county) (Sti 


Reisterstown 


24, REC'D BY REGISTRAR 


JUN 2 m5 5'58_ 


DATE 


Ma 
ay DIRECFOR'S SIGNATURE ADDRESS 


Sirrtjsnaey Reisterstown Ma 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6717 CERTIFICATE OF DEATH tes. ont. WO '7 10 


-_ 


, 


™, y 
® 3 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If insfitution: Residence before edmission 
o ° oo. UI a. b. COUNTY 
an) Carroll none Maryland Frederick 
2 o b. CITY OR TOWN (if outside corporate limils, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
3 s RURAL and give nearest town) | ; 
3S Sykesville L2yrs.3mos,27Mays _—“Frederick Ws 
2 oy d. NAME OF HOSPITAL (If not in hospitol, give s!ree! address) d. STREET ADDRESS: e. IS RESIDENCE 
Cd gr petuney ON A FARM? 
- 4 pringfield State Hospitel None ves] No) 
{Sas £ 5 3 NAME & First Middle Lost 4. pao Month Day Year 
x - : 
& 8; (Type or print) Elsie y. RAMSBURG DEATH June 6, 19 58 
i ns eo 5. SEX 6. COLOR OR RACE |7. MARRIED JE] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
5 2 lost birthdey) [Months] Days | Hours Min, 
Spy Female White wioowep [) ovorceo] | 1886 aa 
<= € ae 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 82% during most of working life, even if retired) es 
3 oRes Housewife - Maryland U.S Ae 
3 = 3 J 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 

° 
ecg Howard Ramsburg - Lightner 
2 $6 3 ~ 115, WAS DECEASED EVER IN U. §, ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
3 a § (Yer no, or No. (tt yes, give wor of dates of service) 5 i eft ld H it 1 R a 
8 off - = = pringfie ospital Records 
2 £8 
os eg = 18. CAUSE OF DEATH [Enter only ane cause per line for fo}, {b). ond (c).] INTERVAL BETWEEN 
3 a5 PART I. DEATH WAS CAUSED BY: Ogee EAT 
2 %s2 OO INMEDIATE CAUSE (o)__APtETLosclerotic heart disease ears 
3 a 3 DUE TO 
Ch Bs Conditions, if ony, which 

€ (by 

s 3 E 5 Qove rise to immediote Boreas 
© 26 i 
5 Bet couse (0), stoting the under- 
£25? lying couse lost. o 
‘3 28 6 Be r4 Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)/19. WAS AUTOPSY 
ae Ase fe) ape PERFORMED’ 
Sees 3| Mental deficiency, undifferentiated. ves] NO 
e oF 3 5 = 200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port |ar Port Il of item 18.) 
2285 & | ir cinaee, NOTIFY MBDICAL EXAMINER) 
qa gyi 0 h INI 
Gene 2 
Zszss & [20c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (tote) 
Esles 3 Howe. aro eee ae foctary, street, office bldg., etc.) | 
E5275 4 p.m, 19 lot work [J] ot work [J H 
ones : ; 
Z a2 x 21. | certify that | attended the deceased from. 
opedcee * 
Ear 3 3 > olive on__9 a 
wc e- 4 
|= ey Osa ADDRESS (Street, city or town, stote) 
<2507 ACTUAL Springfield Hospital 
aves 5 SN i | le A tl I a tai cS a aie TR ee ee 2 a TS 

0G 

a 

° 

as 

ob 

3 2 

Bz 


/ 
PHYSICIAN'S > 
“ ') |rwscuns Edmund Lusthaus, M.D. ___ Sykesville, Md. 

S3y Wo. BURIAL, CREMATION, | 220. DATE THEREOF ‘Zc, NAME OF CEMETERY OR-CRERTRTORY, town, ar county) (Store) 
2-5 FEMOVANE SSID WINE, g st , GQ 
oo 108; Vi. we Ltd Ad MW AAd AT oe YO MM/AAAOTYH Yh - 
(5 Shs 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS € do. REC'D BY REGISTRAR | 24b. fore SIGNATURE | 

VS AIS (4) ar : A Ca \oare SUNI OMe SRR x 

15m 10/57 \\ a FE 


i 


ge 4 


the funeral directar, 
should béfiled with 


a 


Pages } an 


s that the death certificate be executed within 24 hours after death: Pa 
Then please remave carbon papers. 


ire: 


ate has been signed by the attending physician and campletely filled ir 


¢ burial-transit permit. 


ECTOR: After this ce 


id be detached for use as 
the registrat prior ta burial, cremation, ar remaval, and in any event within 72 hours after deoth. 


R ATTENDING PHYSICIAN: The law requ’ 
id by the hospital ar attending physician. 


TO HOSPITA 
may be ri 
TO FUNERA 
poge 3 sh 


VS ATS (4) 
SM 10/87 


(= 


) 


L aaa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 GTN 
6718 CERTIFICATE OF DEATH RE 


iF eae of SS fect 3 (Where deceased lived. !f institution: Residence before admission) 
. a b. COUNTY 
Carroll epee Maryland Carroll 
b. CITY OR TOWN (!f outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest town} 
RURAL ond give nearest town) ¥ ny 
Sykesville lyr.10mos.lday 9.7 Westminster 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 


pringfield State Hospital (33h EB. Main st. Yee] NOB 
3. NAME OF First Middle lost 4. DATE Month Day Yeor 
Cig orerinn George REYNOLDS, Sr. DEATH June 2h, 19 58 
5. SEX 6. COLOR OR RACE |7. MARRIED Fe] NEVER MARRIED [] | 8 OATE OF BIRTH 9. ten [a Te YEAR] IF UNDER 26 HRS 
Male White |woowoGQ  oworeog | June 14, 1867 Suepasnae | ea rae RS ae 
100. USUAL pelea { kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Heveia Satesnan ° - Maryland U.S Ae 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
lewis F. Reynolds Annie Whitelaw 
17. INFORMANT Address 


Springfield Hospital Records 


1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. 
tm. Wy or untinewn} it ne Vera dates of service) 
No 


18. CAUSE OF DEATH i= only one cause per line for (0), (b). and (c)-] 
PART DEATH MeDIAiE Cause (o__Arteriosclerotic heart disease 
uy Ae) DUE TO 
Canditions, if ony. | oa Generalized arteriosclerosis 


INTERVAL BETWEEN. 
ONSET AND DEATH 


ears 


gave rise to immediate 
couse (0), stoting the under- 
lying couse toast. 


Pant H. OTHER SIGNI ce iT Benge RIBUTING TQ DEATH BUT NOT Rj rene E TERMINAL DISEASE CONDITION. Sn IN eee Voy} 19. Rare, AUTOPSY 
th 


DUE TO 


C.B.S.assoc.W cere eros psychotic react: ERFORMED? 


ves O nowy 
eT ar rte ae oe eC NRE IIINIOR I C.CCOR HED HEsrTinokos' of inyty Yo bat aetna Meceren ia] 
OR CONTRIB (Cl CAUSE OF DEATH 
(reise NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) {Stote) 
Hour 0. m. While. _ Not site factory, street, office bldg., etc.) | 
p.m. jot work [[] ot work ' 


21. | certify that | attended the deceased ee wb, ade.th, at ; 198. that 1 last saw the deceased 


MEDICAL CERTIFICATION: 


alive onde 235... ., 1245625, and that death accurred ot. 4zQOA_o, fram the causes and an the date stated abave. 

ADDRESS (Street, city or town, state) DATE SIGNED 
ACTUAL 21 fay, Springfield Hospital 6/2h,/58 
feiss Sykesville, Maryland 


lo. BURIAL. CREMATION, [ 228. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
iy roy 
SS ILIETHS D7P 
23. ral Bigecror’ a MATORE TE aE 240 SBN ee CLG wes SIGNATU} 
| LM Ph Le bss V dbs Biba 
A 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 6 71 9 
. CERTIFICATE OF DEATH 


gove rise to immediote 
couse (a), stoting the under- ( DUE TO 
lying couse last. irs 


fires 


-tronsit permit. 


Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io} | 19. rb Peel 
Alcoholic psychosis, depression, organic deterioration ves] No 
200. ACCIDENT WAS_UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


‘OR CONTRIBUTING LC] CAUSE OF DEATH 
(IF EITHER, NQUFY MEDICAL EXAMINER) = 


f20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Store) 
Hour 0. m, While Not while factory, street, office bldg., ete.) | 
(Eee ae 19 Jot worke{>J ot work [] es : -— 


21. 4 certify that | offended the deceased from__duly 31_...., 1955, to Juna_12 ____., 19.58 .thot | lost sow the deceosed 


olive on_ June. eA /_fond thot deoth accurred ot. . fram the couses and an the date stoted obove, 
ADORESS (Street, city ar town, stote) DATE SIGNED 


mo. Springfield State Hospital 6/12/58 


Se Reg. Dist. No. 
S = 3 eat awl *, Jeo Send (Where deceased lived. If institution; Residence before admission) 
Oo oo. 
© §3 Mm ) Carroll MARYLAND Maryland > COUNTY Washington 
= Be j b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 
3 

8 6 ae ot give ae town) S 
eR Se kesville +10mos Ilias Hagerstown SF. 
ta e = d. NAME ee rosutat {If not in hospital, give street boyr d. STREET ADDRESS. e. IS RESIDENCE 
3 5 5: OR INSTITUTION ON A FARM? 
: iar Springfield State Hospital 2 Broadway ves [] NOT] 
2 so 3. NAME OF First Middle lot, 4. DATE ‘Month Do, Yeor 
Pile ay DECEASED OF y 
a 25 {Type or print) George E. ROULETTE DEATH June 129 58 
= =e 5. SEX 6. COLOR OR RACE | 7. MARRIED [) NEVER MARRIED o B. DATE OF BIRTH 9 ne (oes IF UNDER 1 YEAR| IF UNDER 24 HAS. 
4 2 ‘ Non 
Amat male white winowen[} —oworceot] | July 25, 1886 : at ys. "on 3 
2 g ei: ' 10a, USUAL OCCUPATION {Giv kind of work dene] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stale or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 £ 
8 8 83 during most of working life, even if retired) 
5 Res Salesman --- Hagerstown, Maryland United States 
3 ° 2 s 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

§s 
B Be Joseph C. Roulette Katie Updegraff 
=P ete 15. WAS DECEASED EVER IN U. S. ARMED Bes 16. SOCIAL SECURITY NO. | 17, INFORMANT adden VKOSVL le Mde 
> a & (Yes, 80 oF unknown) (11 yes, give wor or datas of service) s ? a > 
22h no == unknown Records of Springfield State Hospital 
3 “3 3 18. CAUSE OF DEATH [Enter only one couse per fine for {a}, (b). ond (c).] INTERVAL BETWEEN 
3 ia PART |. DEATH WAS CAUSED BY: ONGEU aD ESTE 
¢ 3 Ly IMMEDIATE CAUSE ( 
ee G , DUE TO 
2. > 
= 2 Conditions, if hich — 

onditions, if ony, whi a 

3 

2 

2 

€ 

3 

re ) 

PA 

o 

2 

° 


MEDICAL CERTIFICATION. 


ed by the hospital ar attending physician. 


? 


RECTOR: After 
id be detached far use as the burial: 
the registrar priar ta burial, cremation, ar remaval, ond in any event within 72 ha: 


PHYSICIAN'S 


TO HOSPITAL\OR ATTENDING PHYSICIAN: The law requ 


tae NAME (Type) _VWi; ’ 
gs 3 a Ro. SEAS, Gey Mb. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county) (Slote) 
a5 EMOVAL (Specify) 
aa Burts Rose Bill Cemetery Hagerstown Maryland 
od BS er RECTORS e ADDRESS 24m. REC'D BY REGISTRAR Zab. REGISTRAR'S SIGNATURE 
V5 AIS (4) 20uze Piheral Hem 


15M 10/57 a ae bee gtirns> Mde 2 INE 2 0 '58 Mes f Ph 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6720 CERTIFICATE OF DEATH 06713 


Reg. Dist, No. 
——— 


1. PLACE OF aay (7 eh Dhaed: RESIDENCE {Where yleceosed lived. tf institution: Residence before admission) 
9. COUNTY . . MARYLAND b. COUNTY 
b. City Sons gee {If outside cgrporote limits, write | c. LENGTH OF STAY IN Ib uh ne R TOW! ctecefe outside corpogate limits, write RURAL ond give nearest town) 
B y} give neorest to QZ Wi Le, 


— 


iled with 
z) 
nd 


\ 


2 should be 


yy the funeral director, 


> dA YNAME OF HOSPITAL ({f not_in hospital, give street address) d. STREET ADDRESS IS Gee 
q ‘OR IST g ON _A FARM: 
i, (ae . yes (] No 


k 


3 Lore First Middle Lost 4. ag 
an Wo BERTI W-oOVSTONW 
5. SEX 6. COLOR PR RACE |7. MARRIED L] NEVER MARRIED [] | 8. DATE OF BIRTH 
| tO month. semen Merah 18 
100. franks toate ia ye kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. 

otking life even if retired) 4 


a ae: 
ee 


IF UNDER 24 HS. 


a 


& 


AA LA eA 


( 
EATHER'S NAME 
"es orn 
pelwad (Co+ 
15, WAS DECEASED EVER IN U. S. ARMED/ORCES? [16. SOCIAL SECURITY NO. [17 INFORMANT 
Tas, 29. oF unknown) are wor or service) 
222 _Ho Coen. 


18. CAUSE OF DEATH [Enter only one couse per jews for (0). {b). and {c)-] sR ¢ 
PART 1. DEATH WAS CAUSED BY: 2 


a | IMMEDIATE CAUSE (o), (yery fers. wl At btt+ 
3 DUE TO se - yh Ree 
oy Ah Kee te [ tan 


Then please remove carbon papers. Pages | 


the registror prior ta burial, cremotion, or removal, ond in ony event within 72 hours ofter 


RECTOR: Atter this certificate hos been signed by the attending physician ond campletely filled 


5 ng the under. ¢ DUE TO 
tis vingisebsentit. 2) 
83s z Past ll, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)[19. WAS AUTOPSY 
B55 Q a RFORMED? 

: = > 
£35 < 1 O xoQ- 
ago Sy) 
Le = 200, ACCIDENT WAS UNDERLYING CJ __ | 20. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il of item 18.) 
Soe & JOR CONTRIBUTING C] CAUSE OF DEATH 
gos © |(0F EITHER, NOTIFY MEDICAL EXAMINER) 
Ses & [2c TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
3.28 s eur of" NOG:  sieeh mien foctory, sIreel, office bldg., etc.) 
=? = p.m. 19 Jot work [] of work ' 
3 5 rae > 
= 3 21. | certify, thot | attended the deceased from. etrke fo. NNER to ean eo, ae. , WAP thot | last sow the deceased 
3 alive on. _ Vand thot deoth aceurred ot Oe M, from the causes and on the date stated abave, 
£63 Reese (Street, city or town, sate) DATE SIGNED 
ao. va | f 2 f - Z, 
pes Re ee es LE chilies 


PHYSICIAN'S 


S/d a: eitor Md. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours ofter death: Page 4 


2 NAME (Type) ! “ ee 2 
«” i a 
3 y bg ‘Zo. BURIAL, CREMATJON, | 22b. DATE eee ‘2c. NAME OF CEMETERY OR CREMATORY @2d. LOCATION Wy ity, town, oF ey (Stote} 
358 nora ey ify) he $4 Ae /, 
E68 Ane PS g fen A 
~ Catlin "Vi ee Bs 24a. nee D BY REGISTRAR | 24b-~REGISTRAR'S SIGNATURE 
" 
Be pare AUN 3 0 ‘58 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
: CERTIFICATE OF DEATH an 0714 


Reg. Dist. No. 


= | 


cs ss 
3 3 \EkGuenre 2 USUAL RESIDENCE (Where deceated lived. I institution: Residence before admision) 
. ul 5 
52 Me: Carroll MaryLaND || ° Md. COUNT Carroll 
Be b. CITY OR TOWN (If outside corporole limils, write LENGTH OF STAY IN 1b ¢. CITY OR TOWN [if oulside corporote limits, write RURAL ond give nearest town) 
3 2 RURAL ond give nearest town) 2 
23 Finksburg lyre X_Finksburg 
ie _ d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS. e. 1S RESIDENCE 
=~ (og) OR INSTITUTION / ON A FARM? 
dims, d Westminster Road Old Westminster Road ves] NO 
£6 3. NAME ca First Middle lost 4. DATE Month Doy Yeor 
3 Type or print) Edwin Rucker o~m June 6,1958 19 
: 5. SEX 6. COLOR OR RACE |7. saRRieD DM NEVER MARRIED [-] | 8. DATE OF BIRTH 9%. AGE {In yeors iF UNDER 24 HRS. 


Min. 


cine 


Wa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


Male White wipoweo [] pivorceo Dec.8,1878 


12. CITIZEN OF WHAT COUNTRY 


3 during most of working life, even if retire: 
g Retired trom Army Virginia U.S. 
1 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Paul Rucker Blanche Higginbottam 
15. WAS DECEASED EVE! U.S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
see Spatiten = 219-22-9959 Mrs.Elsie B.Rucker,Finksburg,Md. 


INTERVAL BETWEEN 
ONSET AND DEATH 


IMMEDIATE CAUSE (0), 
YU-2K DUE TO 


18. ze OF DEATH [Enter only one couse per fine for4o}, (b), ond (¢)-] 
PART I. DEATH WAS CAUSED BY: 


Then please remave carban papers. 


Conditions, if ony, which 
gove rise to immediote 
cause (0), stating the under. ( DUE TO 
lying couse lost. aZ 
Patt I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PABY1()]19. WAS AUTOPSY 
ae ves not] 


20a. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY-GCCURRED. (Enter nature of injury in Part | or Part tl of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH fe es 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


2c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED  |20e. PLACE OF INIURY Tena form, | 20f. (City or town) (County) {Slote} 
Hour o. White Not white— ory, street, office etc.) ! = 
p. 1-719 lot work [I] ot work CJ oT H Se 


icate has been signed by the attending physician and campletely filled i 


be detached far use as the burial-transit permit. 


t ar attending physician. 
MEDICAL CERTIFICATION 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death: Page 4 


8 
= 
Ry : 4 
zs 21. | certify shat | attend eased from.__/ Fes see moe Lp eee ih ia) eee ithat | last saw the deceased 
a3 alive on__@% the couses and an the date stated abave. 
= ta DATE SIGNED 
35 / 
o ACTUAL y 
oe SIGNATURE__y < by 1D a. ee eee ae eee oe OD 
oe “a ie 
> es Mel (Rroters es NA ees Tt ay 
2238 ™ Bg fae 2b. DATE THEREOF ZNAw/or 22d. LOCATION (City, town, or county) {Stote) 
bake uria June 9,195§ dens nkaburg Md 
= 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS — 2da, REC'D BY REGISTRAR | 24. REGISTRAR'S SIGNATURE 
ee J.F.Eline & Sons,Reisterstown,Md. pate JUN 1 0 ‘5G errw ain 


thot the deoth certificate be executed within 24 haurs after death. Page 4 


ires 


: The fow requ 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


1 O :f MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
ai 6722 CERTIFICATE OF DEATH PP ay 


st 
ae 1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived. lf istitution: Residence before odminion) 
£8 a So MARYLAND Sacer 
= arro 
Be B. CITY OR TOWN [If ounide corporele lms, wrile | c. LENGTH OF STAY IN Ib |]. CITY OR TOWN (if outtide corporate limits, write RURAL ond give nearest town) 
52 RURAL ond give neores! town) 
gz 
“3 “2 _ d RARE ‘OF HOSPITAL (if not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
=a d OR INSTITUTION ON-A FARM? 
YJ pringfield State H RD. # 2 ves] No [] 
3 3. NAME OF First Middle lost 4, DATE Month Day Year 
we DECEASED. OF 
=3 (Type or print) M hae R. DEATH Jun 2 19 
> 3. SEX 6, COLOR OR RACE |7. MARRIED [L] NEVER MARRIED] | 8 DATE OF BIRTH Or et ; 
2 DH Y) 
So Male Wh wivowep [] pivorcep [J eo 
is ) 
€ ee 10a, USUAL OCCUPATION (Gin ‘of wark done|10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ses during mos! af working life, even if retired) 
Gea Unknown U. S.A. 
2 
° 3 3 13. FATHER’S: NAME 14, MOTHER'S MAIDEN NAME 
ese 
68S 
Ze ohn Bridget Powell 
: 
8 I 15. WAS DECEASED EVER INU, 5, ARMED FORCES? ]16, SOCIAL SECURITY NO, ]17. INFORMANT Address 
(es, ve, er untnown) | Wy, Give wor or dates of servic) 
Hy 
. Ne - 21% 22-0991 |Springfield State Hospital, Sykesville, Md. 
8 18, CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (c).] INTERVAL BETWEEN 
a PART 1, DEATH WAS CAUSED BY: ~ 
§ “IMMEDIATE CAUSE (o)_Bronchopneumonia aye 
= ba Not ove to 


Canditions, if ony, which » arteriosclerotic heart Years 


gove rise to immedi 
cause (0), stoling the unde4” CUE TO 


lying couse lost pulmonary fibrosis and emphysema Years 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) | 19. van re: ad 
Affective reaction, psychotic depressive reaction. vs NO o 
20a. ACCIDENT WAS UNDERLYING O) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part II af item 18.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EXTHER, NOTIFY MEDICAL EXAMINER) 


cate has been signed by the attending phys 


nd be detoched for use os the burial-transit permit. 


MEDICAL CERTIFICATION, 


ior ta burial, cremation, ar remaval, and in ony event within Z 


= 

2 

8 

x 

z 

a 

2 

& 

S 

ca 0c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —]20e. PLACE OF INJURY tHome, form, 1 20F. (City or town) (County) (State) 
io. Hour a.m. While. Not while foctory, street, office bldg... etc.) 

si pom, 19 lot work [7] ot work H 

$2 21. | certify thot | attended the deceased from...12/10 Poe Jaze, 21953 ro OP 20/7 s . , 1922_that | last sow the deceased 
a alive a ae 19. a8 ond that death occurred otLL#15p m, from the couses ond on the dote stated above. 
2 : 

5° ae Ce , hes 0. ADDRESS (Street, city or town, state) DATE SIGNED 
ae , | [Sewaton id Laas Lan >. ..Springfield State-HospitaL, 6/27/58... 
eT i 

‘6 PHYSICIAN'S 

ogee NAME (Type) AGuStin delCampo, M.D Sykesville, Maryland _ 

S30 > 720. BURIAL, CREMATION, | 22b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, tawn, or county) (Stote) 

>> B* REMOVAL pce} 

egae mn 958 lary! s ovans Baltimore, Ma and 

. _ ADDRESS Za. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


VS A15 (4) : , , rr °y 
15M 10/57 ng : Roa DaTe_flIN 3.0 58 ( Seay wre A 
5 ris 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6723 CERTIFICATE OF DEATH sso. oe we STIG 


mol 


~ ct 
% H = M 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission} 
s 38 °. °. b. COUNTY 
poco Carrell soir aryland Balto, City 
= Ge b. CITY OR TOWN (If outside corporote limils, write |. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) V 
g s 2 RURAL ond a ie town) < 
7° $2 Sykesvil 37yrs.10mos.1i9days Baltimore 1-4 
2g eid. d. agin OF net {If nat in hospital, give street address} d. STREET ADDRESS e. 1S RESIDENCE 
o £e 
3 cl é Borin ON A FARM? 
2 Ag deld State Hospital 2317 Callow Ave. ves) NOX] 
2 eee 3. NAME OF First Middle tos 4. DATE Manth Doy Year 
& 2; Clype oF prin Louis SAMUELSON cae June 
= 38 5. SEX 6. COLOR OR RACE |7. MARRIED ["] NEVER MARRIED [| 8. DATE OF BIRTH 9. aera 
ia a. Male White |wooweo o pworceoQ] | November 8, 1899 yes 
$y 

2 aha ) 0a. USUAL OCCUPATION (Give kind af wark dane] 106. KIND OF BUSINESS OR INDUSTRY, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g g i 3 ae mast of working life, even if retired) 
5B rss - Maryland U 
3 os 2 5 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

583 
fuses Myer Samuelson Lena Fleischman 
= 552 Ts. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
: oa & £ (Yes, 9, oF vaknown) (it yes. give wor or dates of service) 
& gtx No "= - Springfield Hospital Records 
re ees 1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b). and {c)-] INTERVAL BETWEEN 
3 2 a5 PART I. DEATH WAS CAUSED BY: CLES DEATTY 
ioe tee IMMEDIATE CAUSE (a), Pulmonary embolism 
3 é¢€ $ “G3KR DUE To 
= Rss epaaiagis Seve oleh ____Thrombophlebitis of the leg Days 
3 3 Fs 6 Qove rise ta immediate Doon. 
= 5 : 
F es couse (a), stating the under- 
ze 225 Tbiagicetetr «___Rheumatic valvular disease Years. 
£623 py 
3 2 $ 6 ie ra Part Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o)| 19. hee, Sea 
seass 0)&|Schizophrenic reaction, hebephrenic type. vest) NO 
= 2 2 5 = 200. ACCIDENT WAS_UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Part Il of item 1B.) 
toed & | OR CONTRIBUTING EC] CAUSE OF DEATH 
azeces & [IF eltHER, NOTIFY MEDICAL EXAMINER) 
ssiz. es 
2 o5b 5 & |20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY |Home, i ne (City of town} (County) (State) 
= BS8o 3 Hour a. m. a While Not while foclary, street, office bldg., etc. 
Beers = p.m, lot wark [] ot work (] de 
Saree 
Ze2ne 
Peet 
Beaks 
E = Os 2 VA ADDRESS (Street, city or town, stote) DATE SIGNED 

ere Ue - 
<28 35 SNL 
eegse | [Seu Arado; htt fol _no. pve tame gy ¢ See a 6/3/58. 
a f 

2 &: '} TenysiciAn's 
Segee NAME(Yeey/___ Agustin delCam ryl 
SSBC o ‘Po. BURIAL, CREMATION, | 22. DATE ie (ar 106. COE town, af county) State 

Zoe (State) 
o,5 8° REMOVAL (Speciff) 3 
= ee oe Ad Poet ferry 
° E oO = of 
Lad - 


Ae FUNERAL DIRECTOR'S SIENA ure ODRES: 24a. REC'D BY REGISTRAR Seer SIGNATURE 
VS AIS (4) B /C2 or O Goede ae THROM. | 
15M 10/57 eek Tv tity VE eh LOO 


MARYLAND STATE DEPARTMENT OF HEALTH=2ALTIMO 
6724 CERTIFICATE OF DEATH 


’ 
ad 


B17 


7 WAS Gees aa U.S. Legge: 4 FORCES 16. SOCIAL SECURITY NO. | 17. INFORMANT Address: 
AVES DECEASED EVER IN US) AREDIEOECES 
no ae ")  unkn Springfield Hosp. Records 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond {c).} 
PART |. DEATH WAS Caused ly. Arteriosclerotic cardiovascular disease 


INTERVAL BETWEEN 
ONSET AND DEATH 


ears 


IMMEDIATE CAUSE {o] 


Then please remave carbon papers. 


ar remaval, and in any event within 72 hours ofter death. 


~ se ee ee 
> 5 = L iol Wd i aad (Where ved. tf ute Residence before ission) 
2 i b. COUNTY 
“33 tarroll MARYLAND Maryland © oe ae 
<= x) zg b. face si (tt ee ig limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF oulsie its, write RURAL ond 
ont jive Pee wn es — ye ¢ 
3 $y Sykesvil 23 days Baltimore 6, Md. MITES 
2 — d. Wane OF SA {IF not in hospitot, street oddress) d. STREET ADDRESS. e. Pied 
° 
= Springfield State Hospital 4200 Parkwood Avenue ves) Noy 
2 6 3. NAME OF First Middle low I" DATE Month Da Yeor 
& 23 {Type or print) Charles Christopher Shute. | DeatH 24 19 598 
= 8 5. SEX 6. COLOR OR RACE ]7. MARRIED L] NEVER MARRIED [] | 8. OATE OF BIRTH 9. AGE (In yeors [IF UNDER } YEAR] IF UNDER 24 HRS. 
5 o - White isewensC) piGtRO EE 8=13=99 Ce) im Months] Doys | Hours] Min. 
nod 1 
2 10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE [Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
3 Es durigg most of working Ii if retired) U.S.A 
5 rocer Maryland S.A. 
7 I 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
3 George B,. Schutz Lillie Lacher 
= 
8 
£ 
8 
> 
2 
° 
< 


ate has been signed by the attending physician and completely filled in 


= Soruilientiit ony! whieh m_Cardiac hyperthrophy 
3 8 Gove rite to immediote{ 1.1, 
3. a couse (0), stoting the under- 
Tess lying couse lot. If 9) ?. 
Ses 7S 
2236 Be nN. er SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT, RELATED TO THE TERMINAL QISEASE COI PITIOY GIVEN IN PA No 
23a e | Gorebrain 6225 soc. with Semtie brain disease and cere Tieelos 
ga5.9 uv 8 te 
£ = = 
Leger ed = we. "ACCIBEM WA uspERNG 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port { or Part II of item 1B.) 
a “ATH 
a $ 4 © | (F ElTHER, NOTIFY MEDICAL EXAMINER) 
a6 = 2 
2 ae 85 $ aie OF INJURY Month, Day, Year |20d. INJURY OCCURRED — |20e. ee sources me 120. (City or town} (County) {Stote) 
os Fa jour 0. m. While Not white 
ros 2 2 1 k 
z- = p.m. jot work [[] ot work [7] 
of.es 8 
z 3 iets 2 21. | certify a 3 = gag the sensotet from.____ es 1F8__, t to. _ b2Q0- Saree We 58 that | last saw the deceased 
ry s2 
3 ie 3 . 3 alive ves ae ie and that death accurred at. Ay, fram the causes ond an the date stated abave. 
E =O3 a oh Tk ADDRESS (Street, city or town, stote) DATE SIGNED 
<BG °C 
ape ss SISNATUR .D. .wpringlield State Hospital -_-_-----Ose 2 
4 & / 
a5 s PHYSICIAN'S 
axes Name (tyes)__Edmund Lusthaue Mp. Sykesvilde, Maryland, 
% B2°°7 Ro. cS Stora Boat 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or count (tote) 
>D pe (Speci 
spears li Aul sy ORANGE a Cen seg Ms. 
er 3. at Sane SSIGNATUR E 


VS AIS (4) ow 


15M 10/57 a) Ya. Re WW AA , a2 rt 


5 24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGAT 
ar dk. pate JUN 2 4 '58 cen 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6725 MEDICAL EXAMINER’S CERTIFICATE OF DEATH ite Sea OG71S S 


R STATE 
EALTH DEPT. 1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. If institution: Residence before cdmission) 
: e TATE b. 
a(M Carroll. manvano || °°" Maryland on”’_Carrolt_ be. 
= ! b. ait OR sclee (Ded corporate limits, write RURAL c. LENGTH OF STAY IN Tb c. CITY OR TOWN (if outside corporate limits, write RURAL ond give nearest flown} 
end give nearest town $ 
Ho Sykesville 2-1/2 yrs. 4 Sykesville = 
. z -_ d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital. give street oddress) hh STREET ADDRESS e Leeda 
7 a aC Springfield State Hospital Springfield State Hospital _ vest] Nock 

Pa 3, NAME OF First Middle Tost 4. DATE Month Dae “Veer 
£58 DECEASED OF 
ees (Type or print) Mary Elizabeth Schutz beam June 16, 1958 
eS 5. SEX 6. COLOR OR RACE |7- MARRIED [] NEVER MARRIED [| 6. DATE OF BIRTH 9. AGE itn yeou [IF UNDER LYEAR] IF UNDER 24 HRS. 
se. i, 6 "52", Months | Days | Hours | Min. 
ees Female White wiboweo [J] —oivorceo J lanuary 3, “190 yn 
2. s oe 10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) zc 2. CITIZEN OF WHAT COUNTRY? 
> € a during most of working ite ‘even if retired) 
els Licensed Practical Nurse Springfield Hospital Maryland U.S.A. 
333 13, FATHER'S NAME V4, MOTHER'S MAIDEN NAME 
: eS) Henry G, Wolf c Mary Ellen Wolf Bb ong 
Est 15, WAS DECEASED EVER IN U. S. ARMED FORCES? [l6, SOCIAL SECURITY NO. [17. INFORMANT Addren 
S34 , , o7 vibe fou gira ot datas of service 

E No | - 21630-0361 | Springfield Hospital Personnel Records, _ 

eo eet eed — = 

= UNTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line for (0), {b). and (c).] 


A 1H 1 
PART. DEAT MEDIATE CAUSE (o} Coronary occlusion 


bf mn DUE TO 
Conditions, if any, which ©) 


ONSET AND OLATH 


Minutes. 


gave rise to immediate couse 
jo}, stating the underlying 
cause lon. me te pli 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yo) |19, was ‘AUTOPSY 
i Sa PERFORMED? 
ys) nocy 


DUE TO 


0c. TIME OF INJURY Month, Day. Yeor [20d, INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, {20 (City oF town} {County} (Stote} 


MEDICAL CERTIFICATION: 


‘ote, writing the word “pending 
worded to the Chief Medicol Exominer’s Office along wi! 


Hour 9, m. While Not while octaryiatrost. office, bids etc 
p.m. v ‘at work [J of work 
21. I certify thot | took chorge of the remains described obove, held an Autopsy [_], Inspection EK], inquiry FR), ond in iny 
opinion deoth resulted from: Noturo! couses Accident [7]. Suicide [J], Homicide [J], Undetermined manner [) 


ECTOR: Poge 3 shoutd be used os a buriol-tronsit permit. 


or its designoted ogent, prior to buriol, cremotion, or removol, end 


Aon Sit Shave chi p, CHIEF MEDICAL EXAMINER [J DATE SIGNED 


ACTUAL 
SIGNATURE _ 
~*~ ASSISTANT MEDICAL EXAMINER [7] 6 /16, /58 

=. James die Marsh, M.De DEPUTY MEDICAL EXAMINER EX 
4 Tia. BURAL-EREMATION, | 226. DATE THEREOF ‘Tic, NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town, oF county} . (State) 
= REMOVAL (Specify) 
° i $epegde = + 
‘Z 2, FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS ‘2do, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATUJE 

VS. AISME J ‘58 "5 

3M 2/57 pes netie I exe cf We: Jue (3 bein TY oare GUN 18 ‘58 | LL pata 


‘MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6726 CERTIFICATE OF DEATH ney. ow. nPOZTS 


al 


15. WAS DECEASED EVER IN. u. $. ARMED eet . SOCIAL SECURITY NO. }17. races ddress 
fi E e E 5 : al fie m Md 
ND No hy H Afi Pp 


INTERVAL BETAVEEN 
ONSET AND DEATH 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (¢)-] 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE © 


a DUE TO 


é 
Conditions, if any, which CASS ce os 4 


+ ee ead 
2% % 3 1. PLAGE OF DEATH | 2. USUAL RESIDENCE (Where deceoted lived. If institution: Residence before odmission) 
5 °. °. b. COUNT 
= b> MARYLAND p 

We 2 Mi ARR OI. MIo- é OL 
= Be b. CITY OR TOWN (lf outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. EITY OR TOWN {if outside corporote limits, write RURAL ond give nearest town) 
g 34 RURAL ond gine ggarest town) 14 j 70 8. we 
vo acd e C 3 
> 38 ( PLN aK 
es IAME OF HOSPITAL (If not in pespital, give street address} d. STREET ADDRESS e. 1S RESIDENCE 
o Ee ” OR INSTITUTTO : ON A FARM? 
2 Me ves] NOOK 
5 
£ £0 [3. NAME OF 4 DATE Month Day Year 
~« Be DECEASED | ce = 5 y 
a2 ‘ DEATH 19 
= i) 7. MARRIED [] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In years [IF fim 1 ak IF UNDER 24 HRS. 
= set lo Pe | ory AAA: 
2 ¢ wipowen EX bivorceo [] eas ae) 
= 3 ¥0a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 1. BIRTHPLACE (stde or J 16 Seria) 12. cri ‘OF WHAT COUNTRY? 
3 g } ve most of worl re life, even if retired 
BY ie 2 TA A/o IP K Ly ’ I A 
3 8 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME < 

5 3 
: gs 5 
5 ° & bb, E OUR A 

9o 

& 

ig 

g 

oO 

g 

a 

© 

s 

2 

ia 


Duvitie 


"3 

= gove rite to immediote 

z cote (o}, stoting the under. { OVE TO 

= lying couse lost. @ 

6 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT ee RELA] sr TERMINAL DISEASE CONDITION GIVEN IN PART lo}]19. WAS AUTOPSY 
: } Cw tae if ae Lap 3 emir (oa ves) NO EY 


ate has been signed by the attending physician and campletely 


200. ACCIDENT WAS UNDERLYING (]__ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 16.) 
OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year |20d, INJURY OCCURRED | 20e. PLACE OF INJURY iHome, a | 2OF. (City oF town) (County) (Stote) 
Hour 0. m. While Not nie Sa ted 
pm jot work [] of — ut 


1 ar attending physician. 


ECTOR: After this certifi 


Zz 
fe} 
ie 
< 
G 
= 
= 
& 
o 
o 
=< 
G 
a 
o 
= 


21. | certify that | attended the deceased from... aa 19.5, tos send. (2. _, 192. that | last sow the deceased 
alive on__> Do. 25 ad that death accurred ot. 204 =-M, from the causes and an the date stated abave. 


be detached for use as the burial: 
the registrar prior to burial, cremation, ar remaval, and in any event within 72 haurs after degth. 


d by the haspi 


ad 


ADDRESS (Street, city or town, af 


wo SSW Drow SA | idneecl.Veed cZ Us 3 


NAME (Type). Sn ee ee 


To. reer bee ‘Tb. DATE iat Dey aD CEMERERY OR CREMATO} y Md LOCATION (City, town, of gown) {Stote) 
5 5 b Dt DGt wile Ou Oe A aye 


ERAL cert Lie IAAT. | Mo. RECD BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
had ede eg 


1S bef 
eases gq _loste guy 26 '58 | LRU ee diern 


4] 


moy be 
page 3 shi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death cet 
TO FUNERAI 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
§727 CERTIFICATE OF DEATH ies te rallde 


—_ 


st 

3 un Pees % ce (Where deceased lived. If instilutian: Residence before admission) 

4 me o. b. COUNTY 

se ( Carroll Seabees Maryland Frederick 

Su  \_ _A_ B.CITY OR TOWN (IF outside corporate limils, write |e. LENGTH OF STAYIN Ib || c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 

s 5 —— RURAL ond give neorest town) 4 

$2 Sykesville (Rural) ovr, days New Market 1/0 Xe % 

2 3 . d. NAME OF HOSPITAL (If not in hospital, give street oddress} d. STREET ADDRESS e. tS RESIDENCE 
e / OR INSTITUTION & ON A FARM? 

ws pringfield State Hospital None ves [Nol] 
° 2 bE eg = First Middle tost 4. ae Month Doy Yeor 
is {Type or print) Emma Virginia SHEETENHELM | beam June 5 1958 
2 “a 5. SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9 AGE (tn reo TF UNDER 24 HRS. _ 
joat bicthdoy] Manths| Do: ir 
) Female White — |wwoweo pivorceo] | 5-27-68 BO | Morte] Dore [oun | Min 


F100. USUAL OCCUPATION (Give kind of wark done} 10>, KIND OF SUSINESS OR INDUSTRY | 1}. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast af working life, even if retired) 
Housewife None Maryland U.S, As 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Luther E, Lease Asceneth Poole 


15. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. (NFORMANT Address 
(Yes, 90, of uetnown) (tt ym, give wor or dotes of service) 
No None Records - Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one couse per line for (0}. (). and (ch) INTERVAL BETWEEN 
PART }. DEATH WAS CAUSED 8Y: Art eric ea SND DERE 
IMMEDIATE CAUSE (0). vere? enre 


Then please remove corban popers. 


the registrar prior to buriol, cremotian, ar removal, ond in any event within 72 hours after death. 


4ZAG.6 DUE To 
Conditions, if ony, which i 
gove rise ta immediate 

couse {o), stoting the under. (| DUE TO 
lying couse lost. io 


CTOR: After this certificote hos been signed by the attending physicion ond completely filled 


a 
$23 
BEs é Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART Ifo) |39. WAS AUTOPSY 
ae =| Chronic brain syndrome associated with circulatory disturbance with SD) NOT] 
ae é erehral ar O eros with psycho rea on 
RAR = 200. ACCIDENT WAS UNDERLYING C]_ 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
s & | OR CONTRIBUTING £) CAUSE OF DEATH 
ese & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3568 3 |20c. TE OF INJURY Month, Boy. Yeor [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 120F. (City or town) (County) (Stote) 
se e Hatrs aeae While Nat while foctory, treet, office bldg., etc.) | 
3 ; = p.m. ibd jot work (J of work [J 1 
i = 21. | certify that | attended the deceased fram.____ May 21_____, 1956., to. dunea_S____, 19.58,that | last saw the deceased 
3 
* 3 alive on_ thagdeath occurred ot us SPM, fram the causes and an the date stated above. 
el = w ADDRESS (Street, city or town, state) DATE SIGNED 
467% ACTUAL 6-505) 
% SIGNATURE. ; mo. ..Springfield State Hospital ____._6- =e 
¥ PHYSICIAN'S 
NAME (Type)__tlse Kamm, M, D, Sykesville, Maryl = 


(Stote) 


may be reto’ 
TO FUNERA 
page 3 shobid 


To. lite ener ‘Zc. NAME OF CEMETERY OR CREMATORY. k town, or county) 
had a >, ro. oe 
BORLAL SOVE Y A783 OLIFETCEMETERA FRER ERICK V/ 


f 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24o. REC'D BY REGISTRAR 2a EGISTRAR'S SIGNATURE 
. : ’ 4 f 
Vs A15 (4) Ea hie EDT & Vey pare YUN 1 3 '58 : 


15M 10/57 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 hours after death: Page 4 


1 -* MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6728 CERTIFICATE OF DEATH 


\ 
Reg. Dist. No. 


06721. 


\ 
) 


3 3 1 ba ok ala 2. SCAR Resa (Where deceased lived. If institutian: Residence before admission) 
4 o. - “ o. b. COUNTY 
Eg CARROLL MARYLAND MARYLAND 
. b. CITY OR TOWN (if outside corporote limits, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (if autside carporate limits, write RURAL and give rearest town) 
33 RURAL and give neores! lown) 3 B yi £ see ol Vv 
£z esvied & / years LTIMO 2Va1 
= 2 d Pale Reka © ie {IF not in hospital, give street oddress) d. STREET ADDRESS _ e. bagi 4 
Ss SPRIVCIEIELD STATE HosP. G91 M FUTON ax | eG No] 
3. NAME OF First Middle lost 4. DATE Month Do, Yeor 


Mera G ERT RUDE Sov | tom Swe 9°79 99S 
9. AGE (In years 


3. SEX 6 COLOR ORRACE | 7. MARRIED DE] NEVER MARRIED [] |& DATE OF BIRTH TE UNDER 1 YEAR] IF UNDER 24 HRS. 
F VW Wa lost birthday} 
wiooweo (J pivorceo [] UN *, So oO ys. 


Months] Days Min. 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR fNDUSTRY |1T. BIRTHPLACE (Stote or foreign country) 
during most af er aw even if retired} 


MOL 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


e HACKER MAY UNA NOW 


ie: WAS. ee SOS SL U, S. ARMED ipeipis 16. SOCIAL SECURITY NO. |17. INFORMANT t Address 
[*, nO. OF unknown} jive wor or dots varvier) e c o 
Pavano iii Sly MINE HOSPITALS KECoAD 


18. CAUSE OF DEATH [Enter anly one couse per line for (a), (b), ond {e)-} INTERVAL BETWEEN 


ie, = HP bee, deste 4 __ ONSET AND DEATH 
Pant COAT Ws ON ARTE Ricied Relic HEART Dis easel ae 


12. CITIZEN OF WHAT COUNTRY? 


UNK 


ts ofter death. 


Then please remove carbon papers. Pages 1 a 


to buriol, cremotion, or removol, ond in any event wit! 


d eTS 
Conditions, If ony, which ei Passive nee ST18n 
gave rite to Immediate 
cause (a), stating the under. ( OVE TO 
lying couse fost. Wi 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN tN PART Mop] 19. te He 
‘ im = sues : epee r 
SEMZOPREM« REgetion ERO Ie 5 VbITFERET | eR NO 
200. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port I or Port It of item 18.} 
OR CONTRIBUTING [] CAUSE OF DEATH —_— 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED — [20e. PLACE OF INIURY (Home, farm, | 20F. (City or town) (County) (State) 
Hour a. fi. While Not while factory, street, affice bldg., etc.) $ oa. 
p.m. ~~ 19 fot work [J] ot work 1 


21. | certify that | attended the deceased from2> 27 ....., WAY, to -XZ, 192 Fthat | last saw the deceased 
alive on UWE 27, 1252., and that death occurred at. -M, from the causes and on the date stated above. 


2:4 yi abe ice a (Street, city oF town, state) DATE ax 
ACTUAL ¢ | ; Vural? io Ae dersy; = - 
site Rite A. Rake us ~ San if iA eeneee “P Pee by = tsa 2 ? 


atta Rito. 9. GLAHN Springkich State Hop, Syke Ue 


ing physician. 
: After this certificate has been signed by the ottending physicion ond completely filled in 


MEDICAL CERTIFICATION: 


be detached for use as the burial-transit permit. 


ECTOR: 


« 


Buiter 2b. yh te ke gE OF CEMETERY OR CREMATORY §—/*, | 22d. LOCATION (Ci , OF cpunty} ATT ey) 
Sass SVE he eu» Zawrdabaf 4 Lgl Ff 


23. AUNERAL DIRECT SIGNATURE Ih) 24of REC'D BY REGISTRAR 4b. REGISTRAR'S SIGN JURE 
Vs ALS {4} 4 Fei C ed Wh 2loc Luan Ly tHoadUL 1 ‘58 |} pace 


may be setaiped by the hospital or ottend 


the reglstror pr 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs ofter deoth: Page 4 
page 3 sh 


TO FUNERAI 


cha 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
730 CERTIFICATE OF DEATH 


06722 | 


om Reg. Dist. No. 

3 = M 1, PLACE OF DEATH 2 USUAL RESIDENCE (Where deceosed lived. {f institution: Residence before admission} 

Fd ; ° °. b. COUNTY 

32 Carroll MARYLAND Maryland Frederick 

3 3 b. CITY OR TOWN [If outside corporote fimits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

5 RURAL ond give nearest town) C Th 4 ie 

$2 Sykesville 3yrsielmos ol 6dkys UrMON : 

eo _.| d. NAME OF HOSPITAL (If not in hospitol, give street oddress} d. STREET ADDRESS, @. 1S RESIDENCE 
s / OR INSTITUTION ON A FARM? 

Springfield State Hospital None Yés (] No 

6 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
- DECEASED OF 
3 {Type or print Morris Boller Stinmel DEATH June LI, 4, 58 
2 5. SEX 6. COLOR OR RACE | 7. MARRIED PY NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors 


IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Months} Doys | Hours Min. 


12. CITIZEN OF WHAT COUNTRY? 


USeAe 


igstebirthdoy) 
Male | White wiooweo] —oworceog] | April 3, 1893 Za 
100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stole or foreign country) 


during most of working life, even if retired) 
Huckster S Maryland 
14, MOTHER'S MAIDEN NAME 


13. FATHER’S NAME 
William H, Stimmel Mary C. E. Boller 
17. INFORMANT Address 


15. WAS DECEASED EVER IN U. 5. ARMED FORCES? {16. SOCIAL SECURITY NO. 


a ‘nitsown) Ot ye, Give wor eas o Sp pfield Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line for (9). (b). ond (c).] INTERVAL BETWEEN 


ONSET AND DEATH 


PART! DEATH WAS CAUSEDAY: | AGute coronary thrombosis 


of . DUE TO 


that the death certificate be execuled within 24 hours after death: Page 4 
Then please remove corbon papers. 


Arterloselerotic heart disease 


Conditions, if ony, which (b) 
gove rise to immediote 


ires 


s! 7 QUE TO 
Reese ae y___ Generalized arteriosclerosis 
tying couse lost. ; 


Paar fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) 19. Pi Pel Sg 
Pl 
Schizophrenia, paranoid type. ves] No Of 
20a. ACCIDENT WAS_UNDERLYING CJ 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 
OR CONTRIBUTING D) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
es a ets ee 
20c. TIME OF INJURY Month, Day, Yeor 120d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town} (County} (Stote) 
Hour 0, m. While Not while foctory, street, office bldg.. etc.) | 
p.m. 49 lot work [] of work [] ' 


DATE SIGNED 


6/11/58 


MEDICAL CERTIFICATION 


ECTOR: After this certificate has been signed by the attending physician and campletely filled | 


d by the hospitol or 


¢ 


page 3 sha®/d be detached for use os the burial-transit permit. 


/ PHYSICIAN'S 


e 
Agustin delCampo, M.D: 


the registror prior to burial, cremotian, or removal, ond in ony event within 72 haur: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requi 


2s RASS Us) ec ee cee eg eg ea Gen ae as a ee 
se 220. BURIAL, CREMATION, | 22). DATE THE F Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) (Stote} 
AL f - - + 
32 BUwate” 6-13 5B Blue Ridge Cem. Thurment, Maryland 
= 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Vda. REC'D BY REGISTRAR {| 24b. REGISTRAR’S SIGNATURE 
cane oe Raymend E, Creager Thurment, Ma, pe JUNT6 SB (dee fy 7 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6731 CERTIFICATE OF DEATH rep. di. re, GO LS3 


om 


Conditions, if any, which . 
gove rise 10 immediote 
cavse (0), stoting the under- 


lying couse lost. () 


Part tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yop} 19. Penis 
yes] no] 


200. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
‘OR CONTRIBUTING (1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
Hour om. While. Not while foctory, street, office bldg., etc.) 
pam. 19 lot work (1 ot work [ t 
S 


21. 1 certify that | atfended the deceased from,_. Lhe. f, WIL tL. , 92 that | last sow the deceased 
olive on, lag Tae. e, wT, and that death occurred at__/ AZM, fram the couses ond an the date stated above. 


ee: 
3 2 '; 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. {If institution, Residence re admission) 
Ss 8 . 0. COUNTY a§ a4 
© 3 i ‘ Carroll MARYLAND Maryland b. county VATTO, 
ma = ‘ A 
3 a) 2 b, pice nen (iF rye corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
3 ‘AL ond give nea 

3 fs Union Briage years |x __ Union Bridge 
<= a 13 - d. NAME OF HOSPITAL (If not in hospital, give street address) , d. STREET ADDRESS e. IS RESIDENCE 
o rot OR INSTITUTION. d ON A FARM? 
2 yves( NsoCK 
g Se: eves) NOISE: 
= 
<£ J 3. NAME OF First Middle lost 4. DATE Month Day Yeor 

- DECEASED OF 
Sen (type print) Mildred Louise Stone Beata June 24, 9 98 
8 3 5. SEX 6. COLOR OR RACE |7. marrieD (] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE in xeon ee TYEAR] IF UNDER 24 HRS, 
& oni! He Min. 
Se oe W_|wwoweo(X  oworceoQ | July 9, 1902 epee Carsales | one 
3 a o- ii 100. yous SE CU PaON Give kind fi Bo 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 12, CITIZEN OF WHAT COUNTRY? 
3 o luring most of working life, even if retired) 

a 
5 pet J Housewife own home Maryland USA 
3 a 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
° 8s 
8 Be Nevin Royer Deannie Royer 
& g ied Was DECEASED pee U.S. ina eee 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
= fen, 0, oF unknown) YMA, give wor of dotes of vervice) 
Zar n0 217-01-3142 R.L. Stone, Union Bridge, Md. 
ic 3 
3 8 18. CAUSE OF DEATH [Enter only one couse per line For (ol, (b). ond (c).] INTERVAL SETWEEN 
7 a PART I, DEATH WAS CAUSED BY: ‘ . ONSET YP? DEATH 
£ § t "IMMEDIATE CAUSE (0 2 pre, 
= Se 196, DUE TO 
° 
i 
$ 
i= 
= 
£ 
Ra 
ca 
s 
is 


g physician. 
RECTOR: After this certificate has been signed by the attending physician and campletely filledn 


z 
1 
3 
= 
& 
i 
vv 
= 
2 
8 
2 
= 


ial, crematian, or remaval, and in any event within 72 haurs afty 


ADDRESS (Street, city or town, stote) DATE SIGNE| 
wittien TE, iebertiern, us. Mersl Lucrinebaor nd. olatfs, 


be detached for use as the burial-transit permit. 


ied by the haspital or attendin: 


j 
the registrar prior ta burial, 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


= PHYSICIAN'S 
ose NAME (Type ee Peet 
Ooum 
az Zo. BURIAL, CREMATION, j 22b. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY ‘72d. LOCATION {City, town, or county) (St 
p28 rey Pet | 6/27/58 Pipe Creek Carroll Co. Wa. 
2 R a i, ADDRESS~ V4 2da. REC'D 8Y REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
tvs Vl Lf OW GPa OUST ZL pL 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
GTBDMEDICAL EXAMINER’S CERTIFICATE OF DEATH Q6724 


pom, 19 ot work [[] ot work 


took chorge of the remoins described obove, held on Autopsy [_], Inspection . 
Natural causes Accident 2. Suicide (0, Homicide [J], Undetermined makner [1] 


LF Zz hp» fh) cp, CHIEF MEDICAL EXAMINER E] pies 


ASSISTANT MEDICAL EXAMINER [7] 


1ES VA : S7# DEPUTY MEDICAL snes 


DIRECTOR: Poge 3 should be used as o burial: 


execute y eee 


FOR STATE Reg. Dist. No. 
HEALTH DEPT. Ae oa OF DEATH 2. USUAL RESIDENCE (Where deceoied lived. If inslitulion: Residence Salone Seinen 
. °. JUNTY 
g 2.£ Carroll marviano || ° S4"EMaryiand eC 
a 2 fi \ b. CITY OR TOWN 1 cunide copaot min, oie AURAL c. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If outside corporole limits, write RURAL ond give neores! town) 
“abe snd gto deraeh 3 
bees ad Rural, Nr. Westminster Life A_Rural, Nee Westminste Wet. 
3s z i 0 d, NAME OF HOSPITAL OR INSTITUTION [If not in hospilol, give street address) j* ‘STREET ADDRESS a Shey 3 
a Westminster, Md. R. D. 1 Westminster, Md, RD ves] NO 
‘e —_ ———s a 
eePeS First Middle Lost 4. DATE Month Doy Yeor 
ow Gu . : 
Bote Ottis Paul Stonesifer DEATH EF 6/3/58 9 
a pe iy 6. COLOR OR RACE |7- MARRIED [] NEVER MARRIED {-]| 8. DATE OF BIRTH cm AGE ae TEUNDER TYEAR| IF UNDER 24 HiRS._ 
27 FS : Min. 
Pe ee 5 White wipowed [J pvorceto | 11/9/1902 55 yn. or. 4 
oS $ ps > = 100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stole or foreign “A 12. CITIZEN OF WHAT COUNTRY? 
3 SOER during most of ering life, even if retired) 
poreneie Farming & Mill Worker|Farm & Saw Mill. Carroll Co., Md, U.S.A. 
Sun 8 = 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
osg SF ; 
goa oe Raymond T,. Stonesifer Rebecca ABSP 
° > = es 
Ca Ee 3 1S, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 117. INFORMAL ¥ f 
pars Wer, 90, of unknowa) AIF yes, give war or deter of service} 
S es . CAL 215-14-2661| Clintoh E. Stonesifer -, Westminster, Md, R.D.1 
= RRR ER ne EE a a lta it a tert Ne : 
as AG s 18. CAUSE OF DEATH [Enter only one cove for (0). (b). ond (€).) : es ae 
Sa PART !. DEATH WAS CAUSED BY: VL. 
322. ° IMMEDIATE CAUSE (0) « rls Bd C16 h gt Z Hite gate em, 
Sew Oue is me : 
or Sse va f DUE TO 
Lie 2s 
Sere Conditions, if ony, which rs] 
3 &eort gave rise to immediote couse = “a 
aoe wed (0), stoting the undertying( OVE TO 
Br ce esuaieh = o. as . sf - 
* -. 9g 2 PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}}19. Tne AUTOPSY 
L£eu~w eo [ea ws ) RFORMED? 
Bases ves| oO nom 
thee” 20g, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enier nolure of injury in Port { or Port Il of item 18.) 4 
so 
Srers PRIMARY £3 of CONTRIBUTING 1) 
veepe CAUSE OF DEATH. 
Pee : = 
Ee o a 5 ‘2c. TIME OF INJURY Month, Dey, Yeor 20d. INJURY. OCCURRED |20c. PLACE OF INJURY (Home, form, 1 20f. {Cily oF town) (County) (Stole) 
é £G6"°2 Hour 9, m. While Not while foctory, sireet, office bldg., etc. 
222s 
Eetea 
eee 
Bowes 
~wsevdlo 
<2sG° 
ea BY 
Sbesas 
= ® 
> 3 
5 3 
rs z 
a ‘a 
° 
2 


za 
8 4 Hagia fe 7b. DATE THEREOF 1c. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town, or county). 
cy pectty] : 
0 af 6/6/58 St, Marys Cemetery Silver Run, Carroll Co,, Md. 
2 \ bJERAL DIRECTOR'S SIGNAT! 2 ADDRESS 2do. REC'D BY REGISTRAR ‘24h, REGISTRAR'S SIGNATURE 
ANSME ‘ 5 a 
ee A i Littlestown, Pa. DATE f , 


‘ 


=i 

2] 

me 
} 


the funeral director, 
should be filed with 


Poges } ¥ 


ofter death. 


Then pleose remave corban popers. 


¢remation, ar removal, and in any event within 72 h 


y the hospital or attending physician. 
RECTOR: After this certificate has been signed by the attending physician ond completely filled 


be detached far use as the burial-tronsit permit. 


ined by 


a 


the registrar priar ta burial, 


may be r 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours ofter death: Page 4 
page 3 +! 


TO FUNER, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ae 
6733 CERTIFICATE OF DEATH - 06725 


Reg. Dist. No. 
2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before admission) 
0. STATE b. COUNTY 
via and “9 
¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


1, PLACE OF DEATH 
0. COUNTY 


| MARYLAND 


b. CITY OR TOWN (If outside corporote limits, write jc. LENGTH OF STAY IN 1b 


RURAL ond give nearest town) 


Rura aneyvtown bas re eytoy 
d. NAME OF HOSPITAL (if not in hospitot. give street oddress) d. STREET ADDRESS ©. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
YE No (] 
3. NAME OF Fiest Middl if 4. DATE 
SAE SS ies le st DA Month ay Yeor 
(Type or print) Bieb Stultz PATH June 130,958 19 
5. SEX 6. COLOR OR RACE |7. sARRIED[_] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. Aare IF UNDER 1 YEAR] IF UNDER 24 HRS. 
jost birthday) Min. 
fis | grasa: lnooemsg wowed | zy nintey ahcdaad © Meee mE ed el 
1a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) ‘12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Ferme wn Carn Maryland ]giiy Biss 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John T. Stultz Elia hi LoLng € 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
{¥as, no. oF unknown) IF yes. give wor or dates of service} 
Lio F one eS on tultz, Taneytown, Jid R,D. 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (6), ond (c)-] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0) 


é My DUE To 


Conditions, if any, which CLO romary, g 9 64 MOD S/F 
gove rise to immedioto we 


couse (0), sloting the ynder- 
U y 


io] a 
Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. peau key 
. ry ; 
fa a f-~a so Yes] no (j— 


200. ACCIDENT WAS UNDERLYING 1) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 16.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
}20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home. farm, | 20f. (City or town) (County) (Stote) 
Hovr 0. 7. While Not white foctory, street, office bldg., etc.) H 
p.m. W lot work (J ot work [J i 


21. | certify that | attended the deceased fram.._.AG.2..._.__., INB.G ta Pee FO, 19. SE ithat | last saw the deceased 


alive on ne 2 _, wee, and that death occurred at 225M, fram the causes and an the date stated abave. 
ADDRESS (Street, city oF town, stote) DATE SIGNED 


Af Llu ba, Lied ‘30/58 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNAT “s MPVS .0. 


PHYSICIAN'S: = 
NAME 0D; 


(Type J 1 
Zo. BURIAL, feces 2b. DATE THEREOF 
REMOVAL (Speci Fe Pre 
Burtat July 2, 195 


Zc, NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, town, or county) (Stote) 
Reformed Cemetery Taneytown, Maryland 


23. PUNE VETOES S yur ‘2da, REC'D BY REGISTRAR | 24h. REGISTRAR'S SIGNATURE 
C.0.Fuss%: Son ane) Maryland cate JUL 3 '58 (} UA eo Aarch 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours ofter deoth, Page 4 


<2 NAME (Type) __cceVerOrveriiel@ fo FC tet! Hamp aan -_-_% tf 20 
2 re No. repo tye he Mb. a See ee CEMETERY OR -CREMATORY Td. LOCATION (City, town, or caunty) (Stote) 
2¢ Bucecad’ | Geeler F (FHA moe Sener bra ee PF 
° 
- 23. ie: fOR'S SIGNATURE A a 240. AS REGISTRAR ary eit) ee rs SIGNATPRE 
i 2A 
Vs. Als (a Oy Cr file FP Ton Ree Cam sar 


MARYLAND a'r DEPARTMENT © F F HEALTH —BALTIMORE, 18 
6734 CERTIFICATE OF DEATH 


ai 


06726 


Reg. Dist. No. 


ee 
23 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. If institution: Residence before odmsnsion) 
8 2 0, COUNTY <z pee Pes res a. STATE a b. COUNTY Ca 
De 
3 b. CITY OR TOWN {If ounide a limits, write [¢. LENGTH OF STAY IN 1b «. CITY O} IN (If outside rs fimits, py RURAL ond give neorest town) 
er ROIN one a5 nent! nearest town! 
3 (LAA Vike LEA Btid (A! #f 
2 _, & STREET ADDRESS @. 1S RESIDENCE 


d. NAME OF HOSPITAL IIE not in tol, give street oddress) 
a OR mame 9 ee Pee ) WS ES 


ee ro, 5 = ise RUE eaen 


bs 


3. WAME OF First Middle 4, Dare Month Doy Yeor 
ante Ge@erge! KPH Ys <a ye ie bears Gena Ze ys 
5. SEX 6. COLOR E[7. mAarnieD [EWEVER MARRIED [-] | @ DATE OF BIRTH, 9. KGE In yeors if UNDER 24 HRS. 
Sao) i 
fale Le wipoweo[] _—oivorceo [] S44 C4 LF 7 oP yt Pap oe 


V2. CITIZEN OF WHAT COUNTRY? 


SSE 


100. USUAL OCCUPATION {Give kind af work done] 10b. KIND OF SUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 


during gpst of warking life, even if retired) 7 
Vereen Pere ng Cmneetllte Peed? 
13. FATHER'S NAME Lo. 1 er ee NAME ’ / 


42 was DECEASEDEVER INU. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fe, A, wrk) (1 yon, qe wor or doten of tervice! ‘ & - 5 
Fle 2/ 7-26 -¢ej\ Vile d Leerg, GE (Henne — Linen bors, Fee / 


18. CAUSE OF DEATH [Enter only one couse per line For (0). (b). ond (€).) 


rn on EET, le can LALA Le ~ Guy pre Pues 
bi evden DUE TO ; i . 
Conditions, if ony, which Pe OAS 22] by ( f AT t RA kyr, 


Gove rise to immediate 
couse (o}, stoting the under: ( CUE TO 


lying couse lost, {e). 


Part I. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH | TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. ESO EMG al 
Oe Gout Himetrr bree ves ENO 


200. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of 'y in Part tar Part Il of item 18.) 
‘OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {Stote) 
Hour 0. m. hile’ ainectiite factory, street, office bldg.. etc.) ! 
p.m. 19 lat work (1) at work - H 
i 


Nis an__. ZY, wes we p accurred ot. oe 
Mo 2 


INTERVAL BETWEEN 


7 T AND DEATH 
B-Vy17" 


Then please remove carbon papers. Pages 1? 


I or attending physician. 
RECTOR: After this certificate has been signed by the attending physicion and completely filler 


MEDICAL CERTIFICATION 


ld be detached for use as the burial-transit permit. 
the registrar priar to burial, cremation, or removal, and in any event within 72 hours after death. 


PHYSICIAN'S. 


U] 
M.C.Porterfield 


i 


may be retained by the haspi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires 


oR 


filed with 


e funeral director, 


¥ 


Poges 1 ont 


auld, 


Then pleose remove carbon papers. 


thot the death certificate be executed within 24 hours ofter deoth: Poge 4 
y event within 72 hours ofter death. 


ing physician, 
After this certificote hos been signed by the attending physicion ond campletely filled ing 


¢ detoched for use os the buriol-transit 


by the haspitol or ott 
uffcior 7 
b 
the registror priar to burial, cremotion, or remavol, 


may be ret 
page 3 shou 


TO FUNERAI 


‘VS AIS (4) 
1SM 10/57 


MARYLAND STATE DE HEAcCiiI—vALIIMURE, | 
6735 CERTIFICATE OF DEATH mtn Oded 


v 


~ PLACE OF DEATH 
a4 Carroll MARYLAND 
’b. CITY OR TOWN (If ouliide corporote limits, write | ¢. LENGTH OF STAY IN Ib 


2. USUAL RESIDENCE (Where deceased lived. If ifittion. Residence before admission 
° SIA Maryland > COUNTY Baltimore City 311 


«. CITY OR TOWN ([f outside corporote limits, write RURAL ond give nearest town) / 


Seaton! oye =) 3yrs.Imth.12tys. Baltimore i ewe 
a. NAME OF HOSPITAL (if not in hospital, give street address) d. STREET ADDRESS. ua, | Soe, 
Springfield State Hospital, 3016 Westwood Ave,Balto 16,Md. | vec not 
. NAME OF First Middle lost 4, DATE Month Yeor 
tpcoet eine Robert Gardner Weber DEATH Ce Boe = 19 58 


$. SEX 6. COLOR OR RACE /7. MARRIED [|] NEVER MARRIED & 8. DATE OF BIRTH 
Male White winowe[] —_owvorceot} | I=L PRBS 


10. aoe OCCUPATION (Give kind of work oe 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


9. AGE (In years {IF UNDER 1 YEAR 


IF UNDER 24 URS. 
lost biethdoy) Ma oe 


Hours. Min. 


12. CITIZEN OF WHAT COUNTRY? 


during most of working life, saat if reti 

Clerical (Bookk eeper, Meat Dealers ‘land U.S.A. 

13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Frank J,Weber doocWeaber Annie Elliott 

1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes. no. or unknown) (UE yes, give wor or dates of service) 
no Hospital records 

18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c).] INTERVAL BETWEEN 


ONSET, aye" 


Part L DEATH WAS CAUSED BY: Bronchopneunonia 


IMMEDIATE CAUSE (0). 
not DUE TO 
Conditions, if ony, | o Right sided heart failure 


gove rise to immediote 
lying couse lost. «____Pulmonary tuberculosis with cavitation, 


couse (0), stoting the under- 
CoBeS ees ATU LRRD ay aa aed), Wt Eh CaP SPAT Ay CoP E Oe BTA od Ta)? Wee Aor 
th* psychotic reaction. 19 /% vs] no 


200, ACCIDENT WAS_UNDERLYING ‘20b. Be ha ow HOW INJURY OCCURRED, (Enter noture of injury in Part | or Port Il of item 18.) 
OR CONTRIBUTING [ CAUSE OF DEATH 
(iF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 
Hour. m. While Not while 
p.m. 19 lot work [of work [J 


that | hts theideceasgdbfronis- ssc. st a alee ee TE sthat | lost sow the deceased 
ea scare cle eral , 1%_2_-___, ond thot deoth accurred ot. 


a “a Lod. @ 


DUE TO 


20e. PLACE OF INJURY (Home, form, ; 20f. (City or town) 


C 
foctory, street, office bldg.. ate) | pai 


(Stole) 


MEDICAL CERTIFICATION, 


, fram the couses and on the date stoted obove. 
‘ADDRESS (Street, city oF town, stote) DATE ye 


> Springfield State Hompital 6-8-58 


3 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION hai town, of county) (Stote) 
6/11/58 


Druid Ridge 
23, FUNERAL DIRECTOR'S SIGNATURE 
WMeJ. TICKNER & SONS ~ Balto. 17, Mde (Mx 


24a. REC'D BY REGISTRAR | 24b. 


cate = SBN O 


ISTRAR'S SIGNATURE 3, 


ts 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hours ofter death: Page 4 


& 2 cep 5. Ht» 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6736 CERTIFICATE OF DEATH ‘ 6728 


Reg. Dist. No. 
2 bi ae “e deceased lived. If institutian: Residence before odmission) 


KK MARYLAND "Aq A k LA 2: SOUNTY es 


c) 
= 
b. CITY OR TOWN G cuisde Corporate limits, write Fao. | ¢. CITY QRTOWN (IF autside corporote limits, write RURAL and give nearest town) 
ond give nearest town 
s , ant BAA LTIA1 ORE 


- 
mz OF iron {If not in hospitol, give street oddress) | d. STREET ADDRESS . 1S RESIDENCE 


3g 620 W eA RR! SOM ane) wa EARN 


— 


1. PLACE OF DEATH 
8 0. COUNTY 


the funerot director, 
should be filed with 


4 [3. NAME © Firs Middle low 4. DATE Month " Yeor 
= DECEASED OF 
i OL) 4 
3 (Type oF print) Ai KAY a ih ‘SS. SAA”) san UV po 9 oa 
: 5. SEX 6. COLOR"OR RACE 7. MARRIED L-] NEVER MARRIED IF UNDER 1 YEAR] IF UNDER 24 HRS. 
\ V Hours Min, 


12. CITIZEN OF WHAT COUNTRY? 


BAEC AMA Ug 


¢ 13. FATHER'S NAME 14. MOTHER'S: ae NAME 
WEISSMA A DEwME  “ULLER 
15. emer Fe INU. ch ARH Less 16. “ery, jE 17, INFORMANT ST Address 
Hasprrar 5 Recon 


18. CAUSE OF DEATH [Enter only ane cavse per line for (0), (b). and (c)-] INTERVAL BETWEEN 

PART |. DEATH WAS CAUSED BY: ONSET ANG OATH 

“ IMMEDIATE CAUSE (a] 

di ce DUE TO 

Conditions, it ony, which tb 
gave rise ta immediote 

couse (0), stating the under. ( OVE TO 


Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 
during mort pe error if retired) = 


Then pleose remove corbon papers. 


lying couse lost. NS 
Parr I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL - CONDITION GIVEN IN PART 1(0]]9. WAS AUTOPSY 
ei Hos ¢, 5 MEW CROW SRAM TUG vss] nop 


200. ACCIDENT WAS UNDERLYING [) 20. DESCRIB HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part |} of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH = 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20K. (City or town) {County} (Stote) 
Hour a.m While Nat while foctory, street, office bldg., etc.) 
p.m. = 19 fat wark (J of work [J _ H as 


j~ 7. v. c 
21. | certify that | attended the ae from =k fea |, 19.fok, to UMA A o., 195 © that | last saw the deceased! 
alive on TVW 2s 125 = and thet death occurred g Pw, from the causes and on the date stated above. 


ADDRESS (Street, city or tawn, oa ry DATE SIGNED 
ttn Rilo, f. footrn nn me abi ice ee bred Ft 
mss Rita S. Gain Ss am 


MEDICAL CERTIFICATION 


To, BURIAL, CREMATION, a . 72d, LOCATION (City, tows 
J PREMOVAL USpecifn | Wy, 7 Magy 
CLD, CAL MbiMn LY 


24a, REC'D BY ES ‘2ab, REGISTRAR'S SIGNATURE 


the registror prior to burial, cremation, or removal, ond in ony event within 72 hours ofter death. 


page 3 shurid be detoched for use as the buriol-transit permit. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


M 6737 CERTIFICATE OF DEATH 06729 


f 


oe NN Reg. Dist. No. 
(as Fi aes 5 ee 
3 .7 1 phi tall) ~ bis tol ‘siding! (Where deceased lived. If institution: Residence beforg admission) 
2 3 °. arek MARYLAND °. Wary.land b. COUNTY farroly 
° 8 b. at Cos (le uaseissrrerse limits, wrile | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If oulside corporote limils, write RURAL ond give nearest town) 
g Suen 
52 ridgevilie "ha 10 yr. y Rural Ridge viile 
= g ial d. Pea elated tka? (IEnot in “ay give street ood) / d. STREET ADDRESS e. Apa 4 
Je Q Rte #4 Mt. Airy ‘Rt. #4 Mt. Airy, Maryland | eG 
3. NAME OF First Middle lost 4, DATE Month Day Year 
A Boas? Zachariah ts Windsor Sam dune 3 CW, «58 
s 5. SEX 6. COLOR OR RACE 17. MARIE NEVER MARRIEO [] | 8. DATE OF BIRTH 9. AGE (In yeors 
é cal Reet 
s Male White |woowno pj  oworceogy | Auge 8,1888 sk ae Oa: 
100. yee OCCUR (Give kind fs teat done} 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
I )| patweer’’ heerived Mary land 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Harry W. windsor Sophia Catherine Cain 


\s. WAS DECEASEDEVER INU. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
eS | ia) hi ae aleeamaaie | Pe NE WA Mrs. Mary Julia Windsor Same as #2 


18. CAUSE OF DEATH [Enter only one couse per, line for (0), (b). ond (c)-] 


PART I. DEATH WAS CAUSED BY: 
<_- IMMEDIATE CAUSE (0) 


FAO» DUE TO 


INTERVAL BETWEEN 
ONSET AND QEATH 


Then pleose remove corbon popers. 


Conditions, if any, which ee 
gove tise 10 immediote 
cotte (0), stoting the under. ( DUE TO 
lying couse lost. to. 
Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1fo) ] 19. TEGEA REE: 
ves] no—] 


20a. ACCIDENT espe ale (| ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port It of item 18.) 
OR CONTRIBUTING CJ] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm. | 20f. (City or town) (County) (Stote) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) ! 
pm. 19 lot work (J ot work [J 4 
v 


21, | certify that | attended the deceased from/_. 2 aie. WAEF that | last saw the deceased 
alive on_—tiws A, 25K, and 


A 


MEDICAL CERTIFICATION, 


ECTOR: After this certificote hos been signed by the attending physicion ond completely filled 


be detoched for use os the buriol-tronsit permit. 
the registror prior to buriot, cremotion, or removol, ond in any event within 72 hours ofter 


id ADORESS (Sireet, ci town, state) DATE SIGNED 


MD. ment CYA OE I Be Rnscbco te DASE 


TAL OR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 hours after deoth. Poge 4 


relojed by the hospital or ottending physicion. 


sack 


RNR ep OUR a a ee se ee 
S 3 go Zo. BURIAL, CREMATION, | 22b. DATE THEREOF NAME OF CEMETERY OR CRE: RY LOCATION (Gi . State} 
8 2 ’ Beetas= | July 3,1956 Montgomery Chape: |Clageettsv{{ie, MarflAna 
ofo® 
- 23, INERAL DIRECTOR'S $:! TURE ADDRESS °. ‘2da. REC'D BY REGISTRAR lab, REGISTRAR'S SIGNAPURE 

V5 AIS (4) ees Pus Oo 2 Lay tonsville ' dog t 

15M 9755 G DATE! 758 J, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


STATE 6'738MEDICAL EXAMINER’S CERTIFICATE OF DEATH abinad Qh 730 


F 
EALTH DEPT. 


= 


1, PLACE OF DEATH 
@. COUNTY 


during mest of warking life, even if ya 4 
me NAME 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. On SECURITY NO. 7 RMANT ‘Addrewy “= . 
[¥en no, oF unknown) aaa ot doles of service) t 
el, ~ LL be Ltt Wi de 
1B. CAUSE OF DEATH [Enter anly one cause per line far (0), { vl -- , ; c ‘Titer a as 
a 


‘ 
PART 1. DEATH WAS CAUSED BY: a ae -C_@ Nica op 

r = , UWAMEDIATE CAUSE (a) Crome Ott = — = 

- ed DUE TO 

Conditians, # ony, which wo fe. Se CA Vv RJc gs pe 


$ i iy maryiano || % STATE 
$e. 
© a 4 - od 
a 23 / B. CITY OR TOWN (it sui corporate mh, wet RURAL |e. LENGTH OF STAYIN 1b || c. CITY OR TOWN (if quile corporate limins write RURAL and give nearest town) 
. : Pe terres oa i u 
esas hte. 
2e 8 / : 
tf aoe d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) |. STREET ADDRESS e. IS RESIDENCE 
“4 o 2 ON A FARM? 
or yes [] 
a Fo : == SHS : — = 
rs ae 5 : 
gees 3. ween, ; First ine Middle inetd wih DATE gone 
aoe ype or print Z Di DEATH 
re ges = - £ at sie 
Se 4 ra 5, SEX 6. COLOR OR RACE ]7- MARRIED PRX NEVER MARRIED [J| &. DATE OF BIRTH , zr oa: ae ea iF UNDER 24 HS. 
aie? wows waco el | Poor / 7 EGR Te we [mmm] | | 
uv o 
cote 10e, USUAL OCCUPATION ive kind of work dane} 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or fareign country) 2. ‘he OF WHAT COUNTRY? 
oO ate ry) 
g 
ees 2 WJ, A 
3 3; 
<3 
6 ca 
Ee 
LE 


n Item 18. Give Pages t, 2, 


lorwarded ta the Chief Medical Examiner's Office olang with 


DIRECTOR: Page 3 shavtd be used os a buricktransi? permit. 


gave rise to immediate couse 
{o), stoting the underlying DUE Me 
cause lost, a. (o) a —- ae 
PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(o)]19. was AUTOPSY 
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